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Language And Concepts In Multidisciplinary Studies 


NATHAN S. KLINE, M.A., M.D. 
Worcester, Massachusetts 


The analogy of the blind men sent to de- 
termine what manner of object an elephant 
was, is frequently advanced both as an argu- 
ment and as a technique for multidiscipli- 
nary research. When the first blind man 
examined the elephant he chanced upon the 
tail and described the animal as a snake; the 
next blind man, having embraced a leg, was 
quite sure he was examining a tree; the 
third, having come in contact with a side 
of the animal, insisted that it was something 
like a barn wall; and the fourth, having 
grasped the ear, could not understand how 
the others were not also aware that they 
were examining a new variety of palm leaf. 
Presumably one is supposed to conclude that 
ina series of conferences the blind men were 
able to arrive at an adequate description of 
an elephant. 

Being both scientists and gentlemen the 
blind men could probably agree that they 
were all describing different aspects of the 
same object, and presumably would publish 
a book similar to a number now in existence. 
Were each to examine the same part in a 
large number of elephants, certain sig- 
nificant correlations between size, weight, 
roughness, and other qualities might be 
found. Further, the addition of other blind 
men assigned to examine the eyes, the trunk, 
ete., could serve only to complicate rather 
than simplify the picture. Even were one 
to allow the blind men to interchange posi- 
tions it is dubious that they could ever de- 
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scribe an elephant if their reports were lim- 
ited to their particular “specialty.” 

It is conceivable that such a group of 
blind men might be willing to momentarily 
forego their “specialties” and on the basis 
of their past experience hypothesize or “‘con- 
struct” an animal having characteristics that 
might fit the data collected by each of them. 
The data collected on subsequent experi- 
ments would serve to confirm, reject, or mod- 
ify their “constructed” or “model” elephant. 
In other words, since analogies can become 
cumbersome, unless the same construct can 
be tentatively accepted by the physiologist, 
the psychologist, the sociologist, the bio- 
chemist, and data selectively sought for to 
confirm a particular common construct, there 
is small prospect that multidisciplined re- 
search will be productive of what it seeks. 


The following pages propose such a “mod- 
el” which has received this tentative ac- 
ceptance by a number of scientists in dif- 
ferent fields who have felt the need for an 
integrated construct. My discussions with 
them have had a great deal to do with the 
present formulation and in a very real sense 
I am merely the spokesman. There is by no 
means unanimity that this is either the only 
or the best formulation and unquestionably, 
when our expectation that we will be able to 
carry out such a program is fulfilled, it will 
lead to many modifications. I must, there- 
fore, assume sole responsibility for the par- 
ticularization which follows, although most 
of the general principles are the result of the 
group’s activity. 
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The group’s difficulty at the present time 
is that, like the blind men, each of the spe- 
cialists expresses himself within the frame- 
work of his own science. Both the language 
and the hypothetical constructs on the basis 
of which particular data are selected, are not 
only unfamiliar, but cannot be translated 
into the constructs and language of a dif- 
ferent science. The sociologist listens with 
confusion to reports on albumin-globulin ra- 
tios and beta 17 ketosteroids, while the bio- 
chemist and physiologist are either amused 
or bored by such alien concepts as level of 
aspiration or penis envy. The psychiatrist, 
like a centipede with one foot each in a hun- 
dred different places, will usually move in 
the correct clinical direction, but more on 
the basis of intuitive evaluation of the im- 
portance of each factor than an explicit ra- 
tionally justifiable integration. 

The present state of affairs was inevitable 
in the development of the separate sciences. 
Now, however, that instruments of meas- 
urement, prediction and control have been 
developed it is equally inevitable that an in- 
terdisciplinary science must evolve. In the 
development of a particular science the “in- 
dividual differences” are ignored in estab- 
lishing the validity of a generalization which 
can be applied in broad terms to a great 
number of individuals. Such generalizations 
view one particular aspect of behavior in a 
great number of individuals and necessarily 
ignore all the other attributes of the indi- 
vidual, The mathematics and statistics used 
to validate these generalizations are bor- 
rowed from the physical sciences where, in 
Warren Weaver’s term, there is unorganized 
complexity. These methods prove totally in- 
adequate when interest is centered on a par- 
ticular individual or a relatively small group 
of individuals, (where ‘organized complex- 
ity” is the order of the day). Methods which 
are suitable for mass production, explana- 
tion and control leave us helpless before the 
individual case. 

Common sense is considerably ahead of 
science in recognizing the characteristicness 
of individual behavior. Although I know 
nothing of Winston Churchill’s chess game 
—in fact, I don’t even know if he plays chess 
—I would feel reasonably certain that I 
could characterize the kind of a game he 


164 


JUNE 


would play. We often say “how typical” or 
“just like him” when we hear of unusual] ate 
livities on the part of the people we know, 
To make overt and manifest these general}. 
zations, which we use to predict and even 
control human behavior, seems to be the 
type of we are groping toward 
when we do multidisciplinary studies, 

In a recent paper,’ Gerard and I have pro 
posed a general approach which is capable 
of producing an interdisciplinary science, Jp 
brief, the method consists of determining 
attribute clusters without regard to the dig. 
ciplines from which the data are obtained: 
a sort of “let the clusters fall where they 
may.” If the occurrence of such clusters jg 
reliable, those attributes which do cluster 
should be suggestive of concepts under 
which they can then be subsumed. Once 
such an interdisciplinary taxonomy has been 
established, investigation of time and relat. 
edness sequence would make possible the de- 
termination of causal relationships, the role 
of environmental influences, and, ultimately, 
adequate control (i.e, therapy or preven- 
tion). 


” 


“cojence 


The approach of utilizing cluster or mul- 
tivariate analysis is far from being original 
with us: what is an innovation is the at- 
tempt to establish clusters and factors which 
incorporate attributes from the different sci- 
ences. 

Several pilot studies have indicated the 
existence of such clusters. In an investiga- 
tion of 455 consecutive schizophrenic male 
admissions, it was found that timidity, de- 
tachment, lack of sociability, admission be- 
fore the age of 27, infrequent alcoholism, 
ectomorphic habitus and multiplicity of di- 
agnoses tended to group. These patients 
frequently, but not constantly, were diag- 
nosed as hebephrenic. Another grouping cen- 
tered around sexual perversity, lack of inter- 
est in the opposite sex, dependent personal- 
ity, endomorphic habitus, infrequency of 
marriage. A third group consists of schizo- 
phrenics who were aggressive, sociable, rel- 
atively old on admission, of less than high 
school education, and of mesmorphic habitus. 

The relationship of these factors was es- 
tablished by multiple correlation rather than 
by factor or multivariate analysis. These 
groups should, therefore, be regarded as 
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highly tentative. The lack of operational 
definitions of the attributes and the manner 
of their collection was inadequate to expend 
the effort needed for the more complete 
analysis, We now plan to collect the nec- 
essary data for the establishment of these 
clusters using strictly operational defini- 
tions. 

On two other groups of patients we have 
applied this same principle to various lab- 
oratory procedures and have again found 
several types of groupings among such at- 
tributes as albumin-globulin ratio, 17 ket- 
gsteroid excretion, autonomic reactivity as 
measured both by tilt-table and injections 
of mecholyl and adrenalin, urinary sodium 
and potassium, ratio of loops and plexi in 
finger nail capillaries and body habitus. 

In a very detailed study” of biochemical 
functions of 28 schizophrenics, in which 
mean levels of sugar, cholesterol, protein, 
albumin, globulin, etc., were determined over 
athree day period, it was found that in cross 
correlations of each biochemical function 
with every other such function, a particular 
individual maintained a surprisingly consist- 
ent relationship to the rest of the group re- 
gardless of the indices used. 

These investigations were all of pilot na- 
ture and were primarily undertaken to 
standardize procedures and to determine 
their probible worth for inclusion in our 
first major effort to establish interdisci- 
plinary clusters from physiology, biochem- 
istry, psychology, and sociology. Although 
thus far only two or three of the discipli- 
nary approaches were used simultaneously, 
the fact that successful groupings do occur 
indicates a likelihood of clusters that will 
draw items from all of the disciplines. 

These preliminary experiments have, as 
we hoped, suggested concepts and language 
which are universal to all biological sciences. 
When structure is viewed as a reaction of 
the organism occurring through a consider- 


able time period, it becomes possible to col- 
lect data in such a manner that the descrip- 
tion of attributes in each of the sciences can 
be made in terms of: (1) variability of the 
attribute when there is no known external 
stimulus, (2) the external stimuli needed to 
produce a predetermined degree of reaction 
(i.e. threshold of response), (3) intensity of 
response to known external stimuli, (4) du- 
ration of such response. 


By the measurement and description of in- 


dividuals in these terms it is possible to es- 
tablish a “pattern of reactivity” character- 
istic for an individual which cuts across the 


usual disciplinary boundaries. 


On the basis 


of such patterns established in a few of the 
disciplines we have already been able in some 
cases to predict behavior before a new at- 
tribute was tested. Further, the patterns of 
reactivity of “normal individuals” are sug- 
gestively different from those carrying a 
clinical diagnosis of schizophrenia, 


The effective demonstration and develop- 


ment of such an inter-disciplinary science— 
a science of individuality— is the work of 


many year's. 


Only actual attribute analysis 


can demonstrate what can and what cannot 
be included. Our description of patterns of 
reactivity in terms of variability, threshold, 
intensity, and duration of response will prob- 
ably be superseded by more refined types of 
measurement and models. The primary pur- 
pose of this paper, therefore, is to suggest 
rather than demonstrate a new approach to 
the study of individual organisms, both nor- 
mal and pathological. 


Author’s Note: Grateful acknowledgment is made 


to the Wenner-Gren Foundation for its encourage- 
ment and support of the research on which this pa- 
per is based. 
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Medico-Legal Aspects of Epilepsy 


I. W. RUSKIN, M.D. 
Los Angeles, Calif. 


Introduction 


Although society eventually recognizes 
every aspect of human welfare and behavior 
in its customs, morals and laws, often this 
recognition is belated due to erroneous or 
incomplete understanding. Even though the 
epileptic cannot fail to be noticed because of 
his violent manifestations, society has failed 
to fully accept the present medical knowl- 
edge of this condition. 


A brief historical review of social atti- 
tudes toward this disease may help explain 
the anachronism of the law in its effect on 
epileptics. The names applied to epilepsy 
have been as protean as the disease itself. 
Epilepsy has been called since ancient times 
Morbus Sacer, the sacred disease, a name 
which indicates both its awesomeness and 
its association with the gods.' At a later 
date it was termed Morbus Demoniacaus, 
because the victim was believed to be pos- 
sessed of a demon.’ It was likewise named 
Morbus Comitiales, the disease of the assem- 
bly, because when a man fell into a fit in the 
Comitia, business was at once suspended, 
for the superstitious Romans looked upon 
epilepsy as a visitation from the gods. In 
Roman law, this condition was described as 
Morbus Sonticus, the serious disease, and 
one that exempted its victims from public 
duties and responsibilities. 


Today many segments of society still as- 
sociate epilepsy with the supernatural. His- 
torically our pattern of social integration of 
epileptics results from equating this disease 
with lunacy, imbecility, and genetic degen- 
eracy, thereby creating a hopeless prognosis 
for its sufferers and failing to make benefi- 
cial use of the science of epileptology. Par- 
adoxically, society too often unjustly places 
the burden of responsibility for his social 
behavior on the epileptic when it is only a 
manifestation of the disease whose symp- 
tomatology is little understood, The path 
of progress from traditional attitudes to 
modern science and humanism requires a 
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bridge of acceptance built on education anq 
understanding. 


Legal Aspects 


The legal aspects of epilepsy may he 
grouped into three main divisions, each with 


overlapping subdivisions. 

1. Responsibility of the epileptic for violation of 
criminal, moral and civil laws, in the commission 
of crimes and torts, and his obligations in relation 
to contracts. 

2. Restrictions on the activities of the epileptic 
in the exercise of his civil rights in the sphere of 
marriage, sterilization, immigration, operation of 
motor vehicles, employment opportunities, work- 
men’s compensation, and military service. 

3. Responsibility of society to the epileptic for 
his well-being through custodial care, therapy and 
eduction. 
It will be available in the reprint.) 


There is no clear-cut legal definition of 
epilepsy as a disease entity. The judicial 
concept of the disease varies with different 
jurisdictions as does the need to apply this 
concept to the law. Generally, epilepsy is 


defined as follows: 

“It is a disease of the brain which is manifested 
usually by neuromuscular spasms, occurring sud- 
denly and aperiodically, in paroxysms, accompanied 
as a rule with a partial or complete loss of con- 
sciousness, paraconsciousness, and/or other mental 
symptoms, which may precede, follow, appear in 
the interval between and/or substitute for the con- 
vulsions themselves, being part of the syndrome.” 


Legal enactments affecting epileptics fol- 
low generally well-established principles of 
law and are designed to protect the epileptic 
and society from the manifestations, symp- 
toms and consequences of the disease. There 
is no discrimination in law against the epi- 
leptic per se, but conservatism in accepting 
new scientific data, and the need to follow 
well-established legal principles that can he 
applied to recognized classes, sometimes 
work hardship in the individual case and may 
appear discriminatory. For with such a pro- 
tean disease, in which mental symptoms are 
seen in profusion and variety, it is small 
wonder that numerous opinions should arise. 

There are two extreme views in respect to 
epilepsy. On the one hand some physicians 
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indication that a person even at a remote 
period has had a convulsion, is enough to 
raise a presumption that he is irresponsible. 
This is not a scientific view, and it is not a 
legal presumption, On the other hand, there 
are those, especially of the bench and bar, 
"who cannot conceive that one may have a 
clouded mind while suffering only occasional 


convulsions. 

Prejudice is aroused partly by the fact 
that the defense plea of epileptic insanity 
| has been grossly abused in our American 
‘courts. The more important fact is that the 
mental symptoms in epilepsy are not mat- 
ters of common observation and their demon- 
stration usually requires very exact study." 


Criminal Responsibility of the Epileptic 

The courts are particularly concerned 
' with the epileptic’s maniacal activities which 
| sometimes take place during the state of au- 
'tomatism or psycho-motor epilepsy. And 
they say this: “There is no other form of in- 
sanity so frequently the cause of murder,” 
and “the epileptic is one of the most danger- 
ous subjects we have to deal with in our 
asylums.” In the epileptic state, clear con- 
sciousness is obscured and the patient has 
no recollection of what he did during the 
fury. These two elements, clouded con- 
sciousness and automatism, are such com- 
mon features in epilepsy that they should 
be considered as part of the paroxysms. But 
this automatism gives the acts of an epilep- 
tic the misleading appearance of delibera- 
tion. In this state, no genuine epileptic could 
be accounted responsible.’ : 

Chief Justice Gibson, in a Pennsylvania 
case, referred to the insane impulse, “as if 
an unseen ligament is pressing on his mind, 
forcing him without his will to do this act,’ 
and Lord Lenman in an English case said 
“as if some controlling disease was in truth 
the active power within him which he could 
not resist, so that he is not responsible.’* In 
this condition, consciousness is not neces- 
sarily lost nor is the patient necessarily un- 
der the influence of delusions, but he is in 
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a state of diminished self-control, which is 
just as truly a part of the disease as the con- 
vulsion itself. 
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The generally accepted American rule on 
insanity as a defense against a criminal 
charge has been stated by Chief Justice 
Shaw and has become the text book rule: 


“A man is not to be excused from responsibility 
if he has capacity and reason sufficient to enable 
him to distinguish between right and wrong, as to 
the particular act he is then doing, a knowledge 
and consciousness that the act he is doing is wrong 
and criminal, and will subject him to punishment.’ 


Although the epileptic may be laboring 
under partial insanity, if he understands the 
nature and character of his act and its con- 
sequences, if he has a knowledge that it is 
wrong and criminal and a mental power 
sufficient to apply that knowledge to his own 
case and to know, that if he does the act, he 
will do wrong and receive punishment, then 
such partial insanity is not enough to ex- 
empt him from responsibility for criminal 
acts.” In a New York decision the court 
stated that “The law does not recognize a 
form of insanity in which the capacity of 
distinguishing right from wrong exists with- 
out the power of choosing between them.’’”® 


The so-called “moral insanity” or “emo- 
tional insanity” or irresistible impulse the- 
ory in which there is consciousness of right 
and wrong without the will power to control 
the act has been adopted in few jurisdic- 
tions, and even in these has not been applied 
consistently. This doctrine is considered the 
most liberal rule for interpretation of insan- 
ity as a defense against criminal responsi- 
bility. However, a defendant cannot avail 
himself of this rule as a matter of right." In 
a Federal decision it was held that epileptic 
insanity will not be admitted as a defense in 
a criminal action, where it is ‘not different in 
its actual manifestations from emotional in- 
sanity." 

Though there is a lag, the judiciary at- 
tempts to keep abreast of science. In an 
1876 murder case there was testimony that 
the defendant was an epileptic, last seen by 
a doctor four months before and had a seiz- 
ure seven months prior to the criminal act. 
The court ruled that this testimony was in- 
admissible since it was not direct proof ma- 
terial and relevant to the state of mind of 
the defendant at the time of the crime.*® 

Many courts now have taken a different 
stand relative to the introduction of evidence 


167 








DISEASES OF THE NERVOUS SYSTEM 


of the epileptic condition. There is a legal 
presumption that everyone is sane unless in- 
sanity is proven, the burden of proof being 
upon him who makes the plea. However, 
when substantial testimony is offered of the 
nature of a condition such as epilepsy, or 
psycho-motor epilepsy, there is then estab- 
lished a prima facie case of lack of guilt by 
reason of insanity.'' After establishment of 
a prima facie defense, then the burden of 
proving the sanity of the defendant shifts to 
the prosecution. A presumption in law is 
simply a hypothesis based upon probability; 
it is always open to attack. 

The problem of responsibility in epilepsy 
cannot be reduced to the question ‘‘whether 
the patient was conscious.” Most epileptics 
are unconscious during their spells, com- 
pletely so in grand mal, partially so in petit 
mal and psycho-motor epilepsy. Nor can 
the intervals of clouded mentality between 
seizures be ignored. During these times the 
epileptic cannot be called a responsible be- 
ing. To such an unfortunate applies partic- 
ularly the dictum of Lord Chancellor Lyn- 
durst, “that if a man’s mind is impaired in 
part, he is of unsound mind.’ 

All criminal acts perpetrated by an epilep- 
tic may not be the result of the disease, but 
in the event of a criminal act, the mental dis- 
order must be suspected, particularly in the 
absence of motive or of attempt to hide from 
the consequences of the act. However, proof 
of epilepsy is no presumption of insanity.'” 

Epileptic insanity is not incompatible with 
both crime and genius as the case of Charles 
Cawley illustrates. This youth killed his 
mother, three sisters, and a brother. He was 
acquitted. The defendant pleaded epileptic 
insanity aggravated by overwork while per- 
fecting a patent. Wher in jail, awaiting trial, 
the prisoner received the letters patent.'’ 

In a New York case, a defendant was ac- 
cused of creating a nuisance (urinating in 
public) while in a state of automatism. He 
was not held responsible. He knew right 
from wrong in the abstract but not at the 
time of his act, due to paraconsciousness. '*:'* 

In a California case the defendant, subject 
to epileptic attacks, became ill at the home 
of a friend. After resting a while and be- 
lieving that he would be all right, he started 
to drive home, He had an attack and while 
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unconscious, ran down and killed a pedes. 
trian. The court held that if this person 
was suffering from a state of clouded under. 
standing and of obstructed will because of 
his epilepsy prior to his departure for home, 
then he was not guilty of a deliberate act 
An act done in the absence of the will ig not 
anymore the behavior of the actor than is 
an act done contrary to his will.'’ 

In a Michigan case, an epileptic had been 
accused of a crime and the State demandeg 
that he be committed as an insane person, 


It was urged that by reason of his epilepsy, | 


this defendant was unable to properly co. 
operate with counsel, and did not compre- 
hend the meaning and situation of the trial. 
The defendant showed no signs of feeble. 
mindedness in court. Upon appeal from the 
ruling of the lower court the appellate court 
distinguished between insanity and epj- 
lepsy~’ based upon a statute, which reads: 

“The term insane persons as used in this act, in- 
cludes every species of insanity and extends to 
every mentally deranged person and to all of un- 
sound mind, other than feeble-minded, idiots, im- 
beciles and epileptics.’’?! 

However, in many statutes where provi- 
sion is made for the care of epileptics, fee. 
ble-minded, idiots and imbeciles, all are equ. 
ated by juxtaposition, but only if the epilep- 
tic is also mentally deficient. It is to he 
noted that epileptic patients are sent to in- 
stitutions devoted to their care and not to 
hospitals for the insane.** In a Pennsylvania 
case, it was held that epilepsy may cause in- 
sanity but does not constitute it and the two 
are not the same nor are they equivalent. 

Doctor William F.. Shanahan, Superintend- 
ent of Craig Colony, New York, stated: 

“Contrary to the assertions of some writers, only 
a small number of epileptics are mentally defective, 
essentially delinquent, or asocial. Most of those 
showing such tendencies become so because of early 
environmental influences.” 

As to the frequency of epilepsy in crimi- 
nals, a survey disclosed that out of a popu: 
lation of 642 criminally insane in Broad- 
moor, only 28 were epileptics, The inc 
dence of epilepsy in criminals is not greater 
than in the general public.** 

Civil Responsibility 

Whether epilepsy has impaired the mind 
to such a degree as to incapacitate a person 
in civil transactions, may be extremely diff 
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cult to determine, and in many cases impos- 
sible to decide. Existence of epilepsy should 
always give rise to an inquiry as to insan- 
ity, notwithstanding the fact that most epi- 
leptics are considered sane. Occasion may 
arise When an epileptic may be insane, and 
will do what, were it not for the epilepsy, he 
would not have done. Nor should any arbi- 
trary rule be drawn by court or physician 
as to how an epileptic should act when in- 
sane. The responsibility of epileptics in civil 
matters is similar to that of other insane 
people. Its particular application to the epi- 
leptic is that during the state of psycho- 
motor activity or automatism, he may 
closely simulate a state of perfect conscious- 
ness but he nevertheless may be paracon- 
scious and entirely oblivious of himself or 
his surroundings and have no recollection 
afterwards of what occurred. He may enter 
into a contract and under those circum- 
stances he is not held responsible.** 

While epilepsy may produce mental in- 
competency which will invalidate a deed,” 
the courts have sustained the wills of epi- 
leptics on the same theory that they have 
sustained the wills of insane people when 
proof is offered, that the making of the will 
was during a lucid interval." 

Drowning during a convulsive seizure is 
accidental, within the meaning of an insur- 
ance policy insuring against accidental 
death.*’ In another case, it was held that a 
denial knowingly made by an epileptic and 
his parents, the beneficiaries, that he did not 
have epilepsy is a material misrepresentation 
as to his health so as to void the policy.*' 

A taxicab driver suffered an epileptic con- 
vulsion resulting in an accident injuring the 
passenger. The court held that he was not 
negligent for the way in which he controlled 
the vehicle during the seizure, but that neg- 
ligence must be predicated upon his driving 
the cab at all when he has epilepsy. It was 
held that since the company did not inquire 
whether their employee had ever suffered 
from epileptic seizures, it did not exercise 
that degree of care which it should have in 
selecting its drivers.** 

A passenger was injured in a bus operated 
by a chauffeur who for the first time suf- 
fered an epileptic seizure. This man had 
been in the employ of the carrier for some 


DISEASES OF THE NERVOUS SYSTEM 


time and had been in apparent good health. 
The company had exercised due care in the 
selection of the operator and had no reason 
to anticipate that he would suffer such an 
attack. The claimant here pressed the argu- 
ment not on the theory that the carrier was 
negligent, but that the carrier had breached 
the contract to carry the passenger safely to 
his destination. The court stated: 

“If the obligation of the carrier to its passengers 
is such as to make it liable for a wilfull injury in- 
flicted by a servant upon the passenger, such an 
obligation must also carry a liability for an uncon- 
scious injury inflicted by the servant upon the 
passenger.” 

Such an act or omission is a breach of the 
contract of transportation—the masters 
themselves would be liable for this.*" 

In an Iowa case, the owner of an auto- 
mobile was held liable for damages for al- 
lowing an incompetent (epileptic) to drive 
his car.*° 


Marriage and Epilepsy 

At common law, an insane person did ‘not 
have the legal capacity to contract marriage. 
This rule applied to an epileptic if it were 
determined that he was non compos mentis.** 
Certain states now prohibit the marriage of 
epileptics. From the context of the statutes, 
it is plain that this prohibition arises from 
eugenic considerations rather than lack of 
mental capacity. Thus, in the State of Wash- 
ington, such marriage is prohibited unless 
the woman be over forty-five years of age. 
Infraction of this law is punishable by a fine 
and imprisonment." New Jersey and Michi- 
gan have even more drastic laws but permit 
marriage on certification of two licensed 
physicians that the person has been com- 
pletely cured of such insanity, epilepsy, im- 
becility, or feeble-mindedness and that there 
is no probability that he will transmit the 
defect or disability to issue of the marriage.** 

A Connecticut statute in this regard en- 
acted in 1895*° was challenged and the court 
holding the law to be constitutional, ren- 
dered the following opinion: 


“To impose such a restriction upon the right to 
contract marriage, if not intrinsically unreasonable, 
is no invasion of the equality of all men before the 
law, either for their protection or the protection 
from them of the community at large, for the pres- 
ervation of public health, if there are substantial 
grounds for believing that such determination is 
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supported by the facts upon which it is apparent 
that it was based. 

“The class of persons to whom the statute ap- 
plies is not one arbitrarily formed to suit its pur- 
pose. It is certain and definite. It is a class capable 
of endangering the health of families and adding 
greatly to the sum of human suffering. Between 
the members of this class there is no discrimination, 
and the prohibition of the statutes cease to operate, 
when by the attainment of a certain age, by one of 
those whom it affects, the occasion for the restric- 
tion is deemed to become less imperative.’’* 

A Kansas enactment providing similar 


protection for the public, reads as follows: 

“‘No woman under the age of forty-five years or 
man of any age, except he marry a woman over the 
age of forty-five years, either of whom is epileptic, 
imbecile, or feeble-minded, or inflicted with insan- 
ity, shall hereafter intermarry or marry any other 
person within this state. It shall be unlawful for 
any person to marry such feeble-minded, imbecile, 
or epileptic person, or anyone afflicted with insan- 
ity. Children born after a parent was insane shall 
not marry, except under the above named condi- 
tions, unless the parent or parents of such children 
shall have been discharged from the State Hospital 
for the Insane or any other legally constituted in- 
stitution for treatment of the insane, more than 
nine months before the birth of the child, as cured, 
and remained cured for a period of twenty years 
after such discharge.’’:s 


Under Arizona annulment and divorce 
statutes, it was held that physical incompe- 
tency (epilepsy) is not a ground for annul- 
ment, but of divorce only, notwithstanding 
all other forms of voidable marriages are 
subject to annulment.*® 

In New York, it was held that though epi- 
lepsy is not of itself a ground for annulment, 
if the epilepsy is so severe that the wife is 
unable to lead a normal marital life, it may 
entitle husband to annulment, if wife’s con- 
dition was deliberately concealed before 
marriage, and parties did not cohabit after 
husband learned of the wife’s condition.*’ 

In another New York case, it was held 
that the action for annulment fails where 
there was a concealment of the physical de- 
fect (epilepsy) but no proof that plaintiff 
would not have entered into the marriage 
even had he known of the concealed fact.*! 


Sterilization 
There are thirty states which have stat- 
utes permitting human sterilization. After 
the feeble-minded, idiots and imbeciles, as 
those to whom the legislation applies, the 
epileptic is the next most frequent group 
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among the thirty-four classes listed, Five 
states (California, Mississippi, Nebraska 
Oklahoma, West Virginia) require steriliza. 
tion only when the subject is to he dig. 
charged from an institution. Ten states (C4). 
ifornia, Idaho, Indiana, Iowa, Kansas, Michj. 
gan, New Jersey, New York, North Dakota, 
Oregon) require sterilization only when yo 
probability of improved mental condition of 
the patient seems likely. Five states (Dela. 
ware, Idaho, Michigan, Oregon, Vermont) 
authorize sterilization not only in instity. 
tional patients but in outside cases as wel]. 
These laws have been held constitutional, not 
penal in nature nor inflicting cruel or inhy. 
man punishment. 

Swedish law regulating the marriage of 
epileptics was first enacted in 1757. This 
prohibited the marriage of an epileptic un- 
less he or she voluntarily submitted to ster- 
ilization (in cases where the woman was of 
child-bearing age) or unless one produced 
a medical certificate indicating “that it can- 
not be shown that his epilepsy was due 
mainly to endogenous causes.” The desig- 
nation of idiopathic (true) epilepsy and 
symptomatic epilepsy has been replaced by 
the use of endogenous and exogenous etiod- 
ogy, and subclassified as unknown, probable 
and known etiology.** 


Workmen’s Compensation 


Prior to the enactment, early in this cen- 
tury, of workmen’s compensation laws, an 
injured employee could recover damages for 
his injuries and loss of earning capacity only 
by bringing an action based upon negligence 
of the employer, and that the injuries were 
not caused by his own negligence, the neg- 
ligence of his fellow employees, or the nat- 
ural assumed risks of his employment, In 
most instances the injured employe could not 
establish these facts. This worked injustice 
on himself and the community which often 
had to assume the burden of his care.** 

These new statutes placed the cost of com- 
pensation for industrial injuries on the pub- 
lic generally, by adding these charges to the 
cost of production, substituting statutory 
compensation for the common law liability | 
for negligence and the defenses thereto.‘ | 
These laws apply only to injuries ‘due to ac- 
cidents arising out of and in the course of 
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employment.” (Most states now also include 
compensation for occupational diseases. ) 
While “accident” and “injury” are ‘not sy- 
nonymous the accident produces the injury 
and in point of time they are concurrent. 
Accident has been defined as “some unusual, 
fortuitous and unexpected happening, which 
caused the injury.”*’ 

In the case of a disease such as epilepsy, 
which in itself can cause loss of conscious- 
ness and disturbance of equilibrium result- 
ing in injury from falling or stumbling in 
a hazardous environment, there has been 
much controversy and lack of uniformity as 
to whether such injuries are compensable. 
Some states hold that if the employment 
provides a hazardous environment which 
could aggravate the injuries resulting from 
the fall, then the injuries are compensable. 
An example is that of an epileptic painter 
who is required to work on a scaffold. A fall 
from this increased height during a convul- 
sive seizure would be a factor in the severity 
of the injury. 

A leading case** on this point, though not 
involving epilepsy, is a Minnesota decision 
which has been followed in many jurisdic- 
tions*'-** but repudiated in other.** The facts 
were as follows: 

The claimant, Stenberg, suffered from an 
incapacitating knee joint which would lock 
and cause great pain, requiring that he sit 
down and manipulate it back into position. 
On the occasion of the accident he was seen 
to put his hands on his knee, topple, and fall 
forward, striking his head on a corner of a 
desk and falling to the floor. An autopsy re- 
vealed that he had suffered a skull fracture 
and a rupture of the middle meningeal ar- 
tery, causing a hemorrhage and resulting in 
death. The court stated: 


“The defective knee was but a contributing factor 
as a prelude to the fall; the fall itself is what caused 
death, not the trick knee. So, if the fatal accident 
arose out of the employment we would then have 
the combination of an injury arising out of and 
in the course of the employment. This raises the 
problem of finding the proximate cause. The prox- 
imate cause is lucidly and accurately defined as 
follows: ‘when an event is followed in natural se- 
quence by results it is adapted to produce, or aid 
in producing that is a consequence of the event, 
then the event is the cause of the result.’ The fall 
was an event which was followed by an injury, 
which the fall was adapted to produce.’’48,49 
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In a Louisiana case, an epileptic worker, 
while sitting near a stove in the watchmen’s 
shanty suffered a convulsive seizure. He fell 
against the stove and burned himself se- 
verely. It was held that he was entitled to 
compensation because the employment sub- 
jected him to increased hazard, i.e., sitting 
near the stove.’ 

Two New York cases point up the incon- 
sistency of decisions in this regard. In one 
case a painter suffered an epileptic seizure 
causing him to fall from a scaffold and frac- 
ture his skull, The court stated that this 
was no accident, but that he fell because of 
internal disorders and the injury resulted 
from no added risk of his employment.” 

In another New York case a teamster 
fell from his truck during an epileptic at- 
tack, the wheels of the truck passing over 
his body causing his death. The court held 
that he had increased his risk by his employ- 
ment, and that falling from the truck and 
being injured was incidental to, and a risk of 
his employment. Though the fall might have 
been caused by an epileptic seizure, death 
was due to the employment and was com- 
pensable.* 

Employers, therefore, are loath to hire 
one who by reason of some predisposition, 
may increase the cost of compensation. An 
employer is prohibited in most states from 
demanding a waiver of the right to Work- 
men’s Compensation in case of industrial in- 
jury. However, it is the common experience 
of most employers, that where a known han- 
dicapped employe (i.e. an epileptic), is 
placed in a suitable job, “that it will not af- 
fect the accident rate unfavorably’® and 
that workmen’s compensation premiums are 
not increased because of the employment of 
the handicapped, including epileptics.** Some 
states have a special fund which protects 
employers against the increased cost of com- 
pensation benefits for previously disabled or 
handicapped employes. For example, New 
York Workmen’s Compensation Law pro- 
vides that the employer pays only for the 
immediate injury directly attributable to the 
employment, while the special fund pays the 
proportion of compensation attributable to 
the prior incapacity. This law has facili- 
tated the employment of the handicapped, 
including epileptics.*** 
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An injured employe is entitled to reason- 
able medical care under the various enact- 
ments. He must, however, submit to proper 
and reasonable medical and surgical exami- 
nation and treatment. Refusal of such ex- 
amination or treatment releases the em- 
ployer from liability. In one situation a 
claimant was denied further compensation 
on developing epilepsy, after receiving dis- 
ability payments for a head injury, because 
he refused, on advice of his own physician, 
to submit to a pneumoencephalogram."' 


Restricted Employment Opportunities 

Applicants for employment, in private in- 
dustry as well as government are required 
to disclose a history of epilepsy. Since the 
epileptic is disqualified from employment by 
medical standards he will keep secret his af- 
fliction until discovered in a convulsive seiz- 
ure when discharge will frequently follow. 

In some instances, federal and state laws, 
prohibit the employment of epileptics in po- 
sitions such as trainmen, operators of mov- 
ing vehicles, elevator operators, stationary 
engineers and similar types of work requir- 
ing licensed personnel. 

A school teacher under contract, suffered 
an attack in the class room before her pupils 
averaging seven to eight years in age. They 
were badly frightened. Some ran screaming 
from the room, The school board discharged 
her. A court sustained the action.” 


Immigration Law 


Our immigration laws bar from perma- 
nent entry into the United States any per- 
son suffering from epilepsy. A physical ex- 
amination is required of each immigrant to 
determine among other things, the existence 
of epilepsy. Any person, steamship com- 
pany or other agency who knowingly assists 
an epileptic to illegally enter the United 
States, is subject to fine and imprisonment."” 


Military Service 

A diagnosis or history of epilepsy dis- 
qualifies any applicant for military service. 
Subsequent discovery of this condition will 
result in a medical discharge. Unless the 
convulsive seizure is due to service connected 
injury the indivdual is not entitled to com- 
pensation.*° 
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Motor Vehicle Operation 

In recent years, many state legislatures 
have enacted laws regulating the licensing 
of motor vehicle operators who are afflicted 
with, or who have a history of, convulsive 
seizures, The National Epilepsy League, 
Inc.,'" has conducted a survey of the state 
laws and their administration. One state, 
South Dakota, has no motor vehicle licensing 
law at all. Two states (Maine and Missouri) 
have no provision for issuance of drivers’ 
licenses to epileptics. Nine jurisdictions 
(Arizona, Kansas, Mississippi, New Hamp. 
shire, New Mexico, North Carolina, Ohio, 
Oklahoma, and South Carolina) arbitrarily 
forbid the issuance of drivers’ licenses to al] 
epileptics. 

Fourteen states, either by law or admin. 
istrative practice, require special examina- 
tion and individual decision prior to the 
granting of driver’s licenses to epileptics 
with the special examination being made by 
a motor vehicle examiner. (Arkansas, Dela- 
ware, Florida, Kentucky, Michigan, Minne. 
sota, Montana, Nebraska, New York, North 
Dakota, Tennessee, Texas, Virginia and West 
Virginia. ) 

In thirteen others, either by law or admin- 
istrative practise, medical consultation and 
a special examination is part of the epilep- 
tic applicant’s test. Pennsylvania has con- 
sistently refused to grant licenses to known 
epileptics unless a three to five year period 
of freedom from attacks can be proven. In 
California the policy of the division of motor 
vehicles is to refuse ain operator’s license to 
any person having a history of epilepsy or 
related ailments, unless the applicant fur- 
nishes a statement from a reputable physi- 
cian that the seizures, with or without medi- 
cation, have been under control for a pro- 
tracted period and that it is reasonable to 
assume the applicant will continue to be free 
of seizures, with or without medication. Cal- 
ifornia and Indiana provide for individual 
decision in each instance, but in practice 
holds back the license until the patient has 
been free from seizures for three years.’ 

California, Indiana, Oregon, Wisconsin and 
New Jersey require reporting of all cases of 
epilepsy to the department of public health 
and this information is made available to the 
motor vehicle bureau, 
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The California State Law restricting is- 
suance of driver's licenses to epileptics was 
approved in an article in the May 8, 1948 is- 
gue of the J.A.M.A. and it was recommended 
as a model for all other states. Dr. William 
Lennox, in the following issue of the same 
journal, registered a vigorous protest 
against the California law because its lan- 
guage applies to persons who have “lapses 
of consciousness which may be chronic” but 
the reporting of such lapses of consciousness 
applies only to epileptics and is therefore 
discriminatory. 

The California Code defines epilepsy as 


follows: 
“Any condition which brings about momentary 
lapses of consciousness and which may become 


chronic, shall be considered reportable under the 
term epilepsy.’’** 

1. All physicians shall report immediately to the 
local Health Officer in writing, the name, age 
and address of every person diagnosed as a 
case of epilepsy or similar disorder charac- 
terized by lapses of consciousness. 

2. The local Health Officer shall report in writing 
to the State Health Department the name, age 
and address of every person reported to it as 
a case of epilepsy. 

The law further requires the State Health 
Department to make these reports available 
to the Motor Vehicle Bureau “which shall 
use this information for the purpose of de- 
termining the eligibility of any person to 
operate a motor vehicle on the highways of 
the State’”’** and shall not issue an operator’s 
license to any person who is insane, feeble- 
minded, an idiot, imbecile, or an epileptic." 

The drunks have their licenses revoked 
on a penalty basis for specific periods of 
time; heart cases, etc., are not penalized 
unless continued violations and occurrences 
of unconsciousness may require such revo- 
cation of licenses, 

The procedure for granting motor vehicle 
licenses to the epileptic in California is dis- 
closed in an article by Mark Albert Glasser, 
M.D. and Martin Irons, A.B., the latter an 
officer charged with the administration of 
this regulation in the Motor Vehicle Depart- 
ment. They seek to support their procedure 
on the basis of a survey made by sending 
questionnaires to members of the American 
Chapter of the International League against 
Epilepsy. 
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For the patient’s protection, the law pro- 
vides that an epileptic whose license is to be 
revoked may petition for a full and com- 
plete hearing which, however, is of little 
avail as his license is revoked even though 
an effective control has been established un- 
der therapy. An epileptic is occasionally 
reinstated on a highly selective basis, after a 
period of three or more years of freedom 
from seizures.*° 

In a Pennsylvania case, it was held that 
the right to operate a motor vehicle on a 
public highway is subject to regulation un- 
der the police power which has been em- 
bodied in the Vehicle Code. A qualified per- 
son may not be deprived of the privilege of 
obtaining a license by arbitrary action, If 
an applicant is aggrieved by the action of 
the department he may have recourse to the 
courts. There is common agreement that a 
person afflicted with epilepsy may be incom- 
petent or unable to exercise reasonable con- 
trol over a motor vehicle. But this conclu- 
sion may be refuted by testimony to the 
effect that the seizures are under adequate 
control, and that the person is not now sub- 
ject to epileptic seizures.” 

A committee from the Eastern Conference 
of Motor Vehicle Administrators is presently 
working on a survey of neurologists and 
neuropsychiatrists with the hope of deter- 
mining some tangible and uniform method 
for an individualized approach in each case.”° 


Summary and Conclusion 


To society’s fear and aversion of the in- 
sane and mental deficient, in the case of epi- 
lepsy, there has been added the most preju- 
dicial residuals of the almost extinct fad of 
eugenics. The epileptic who already suffers 
an organic, social and psychological handi- 
cap is sometimes further restricted and han- 
dicapped by the lack of understanding in the 
law which is intended for society in general 
and has not been broadened to meet partic- 
ular ‘needs. 

The law recognizes the various symptoms 
and manifestations of epilepsy, and passes 
judgment on them as they violate accepted 
standards of behavior. Society too often 
unjustly places the burden of responsibility 
for his behavior on the epileptic, when it is 
a manifestation of the disease whose symp- 


173 








DISEASES OF THE NERVOUS SYSTEM June 


tomatology is so little understood. There is 
no uniformity in the application of these 
penal or restrictive enactments nor in the 
more enlightened attitude shown by some 
states in providing scientific methods for the 
care, therapy and education of epileptics. 


The need to progress from traditional at- 


titudes to modern science and humanism re- 
quires a bridge of acceptance through edu- 
cation and understanding, Slowly, too slowly, 
we are making progress and accepting re- 
sponsibility. 
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In general, daily routine is the object of 
impersonal curses, the reason for reproaches 
directed against Fate, the basis for com- 
laints of boredom and monotony. Few peo- 
ple admit to liking it; many are disturbed 
by even a temporary interruption of it. There 
are contemporaries who don’t know how to 
enjoy their one-day holidays, much less their 
more protracted vacations. 

Obviously, daily routine is more than 
merely the scapegoat of the malcontents; 
other qualities must also be included. Why 
should so many people “hate” it, while at 
the same time there is an unadmitted feel- 
ing, if not of pleasure, at least of security, 
which is derived from the routine? In short, 
what are the unconscious tributaries to the 
problem ? 

Every human being has a very active de- 
partment of inner fears having ‘no connec- 
tion with dreary expectations experienced on 
the conscious level. Exaggerated conscious 
ears (“reality fear”) are frequently only a 
convenient covering cloak for repressed in- 
ner fears.'” 

These irrational terrors, which are rem- 
nants of the undigested nursery past, are 
highly individualized, and specific for the 
specific individual. 

Some method of alleviating these various 
fears is essential, and the boring daily rou- 
tine is just such a fear-diminisher. “My 
glass happens to be a small one, but I am 
drinking from my own glass,” a French poet 
once said. As far as he knew, he was re- 
ferring to his ‘‘small talent”; without being 
aware of it, he was at the same time refer- 
ring to his big fears, 

Whatever the complaints leveled against 
it, daily routine unconsciously has a fear- 
diminishing effect because it confirms one of 
the few stable points in life—continuity. 
Continuity means stability; stability is the 
cpposite of the terrifying new. This, how- 
ever, is but a contributory factor. 

The first real reason for the reassurance 
Which flows from daily routine is the fact 


_ that routine reminds one, unconsciously, of 
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Psychology of “Daily Routine” 


EDMUND BERGLER, M.D. 
New York, N. Y. 


the first place in which one learned a spe- 
cific fixed order of activity—home. Home 
meant mother and father, and they were “al- 
ways there.” It is the unconscious (perhaps 
preconscious) association between routine 
and the home of one’s childhood that gives 
routine its reassuring and fright-diminish- 
ing effect. 

This deduction is based on the clinical ob- 
servation of patients who had never had a 
“real home” when they were children. These 
people were less capable of enduring daily 
routine. The stabilizing factor was missing. 

One could argue that if there is an uncon- 
scious association of “parental home” with 
“daily routine,” exactly the opposite effect 
should be observable in once-homeless neu- 
rotics, The mechanism of defensive com- 
pensation should set in, making the now 
grown-up child an even stricter than usual 
adherent to routine. However, that actually 
happens very seldom, Perhaps this devel- 
cpment is so infrequently encountered be- 
cause it is the normal solution of the problem 
of overcoming childhood disappointments. 

Amazingly, the security-promoting factor 
of home life overshadows the personal feel- 
ing of many neurotics that as children they 
were unhappy at home. The idyllic idea, 
common among naive people, that a “happy” 
home automatically produces “happy” chil- 
dren, is untenable. There are neurotic chil- 
dren in so-called happy homes, and normal 
children in unhappy homes.* The decisive 
point is how the unconscious ego elaborates 
on reality—as the child sees reality through 
the spectacles of megalomania, projection, 
psychic masochism. On the other hand, it 
is of course true that an unfavorable or 
broken home life can overtax a conflict aris- 
ing independently. 

It seems, however, that there is a fear- 
diminishing factor in the mere existence of 
any kind of home life. The reason may be 
that the reality of home counteracts the ex- 
travagance of projective misconceptions, The 
practical conclusion is inescapable: a child is 
an “18-year plan’”—for the parents. 
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The second, also unconscious, factor in 
Caily routine is this banality: it is disagree- 
able. This is less paradoxical than it may 
seem, for work absorbs a good deal of uncon- 
scious self-punishment.* An example of this 
intuitively known fact is the allusion in 
Genesis—Adam and Eve, expelled from Par- 
adise, had to work as a punishment. Thus, 
daily routine has a salutary effect in “squar- 
ing one’s bills” with the inner conscience. 


The third unconscious mechanism involved 
in daily routine is a reproach by this inner 
conscience (super ego); the ego is accused 
of being capable of doing only the ‘stupid 
job” at hand. Hence many people constantly 
tell you, without seeing the contradiction, 
how complicated and monotonous their jobs 
are. Their complaint that their jobs are com- 
plicated is in inner reality directed at con- 
science; it denies the accusation. The com- 
plaint of monotony, too, is a vindicating in- 
ner accusation: “Why do you force me to 
this drudgery?” 

Fourth, daily routine sets in motion a se- 
ries of minor narcissistic reeompenses. Work 
is disagreeable, true, but at the same time 
it satisfies narcissistic, aggressive, and even 
libidinous innuendos, Just as a child at 
play, afraid of a stern educator, will always 
assume that his game will be banned if he 
admits his pleasure in it; adult children use 
the same tactics to combat the inner Fran- 
kenstein of anti-hedonistic conscience. Some 
of the complaints about daily routine, there- 
fore, are not to be taken at face value; they 
have an unconscious purpose. 


Fifth, there are neurotics, mostly of the 
pronounced masochistic variety, who glory 
in pronounced “hatred of every enforced im- 
position.” This unconsciously based defen- 
sive attitude, which covers the wish to be 
forced, helps to swell the great army of 
chronic conscious complainers about daily 
routine. 

The sixth and decisive tributary, on the 
unconscious level, to complaints about “‘bor- 
ing” daily routines is based on a diagnosis 
which is wrong to begin with, and is later 
shifted. At bottom, these complainers are 
neurotics suffering from the disease entity 
boredom (“alysosis”). Their grievance, they 
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believe, is the routine itself, they do not 
understand that the target of their cop. 
plaints should be their inability to construc 
and enjoy—fantasies. Whatever a pergon 
tells us about the amount of concentration 
necessary to do his particular job, the mere 
fact that a good part of his work is routine 
should leave him—if he is a not-too-neurotic 
person—time for fantasies and daydreams. 
One of the basic elements in alysosis ig q 
voyeuristic inhibition; these sufferers haye 
“poor imagination.” It is true that anybody 
may occasionally, and temporarily, “run out 
of daydreams.” With alysotics, this lack is 
chronic. 

One could add to the reasons for con. 
plaints about daily routine, for instance, by 
singling out psychic masochists whose diet 
is self-pity. One could also point out that 
there are neurotics who are capable of do. 
ing only one kind of work; in an unconscious 
move to forestall conscience’s accusation of 
complete but pleasant one-sidedness, the bor. 
ing routine of complaining about boring rou. 
tine is placed on the conveyer belt. I have 
in mind, as an example, a successful Broa. 
way play of a few years back. In this play, 
a lawyer who had got into a mess because 
of a mistake made in the past in order to 
protect a client, was abandoned by his 
snooty wife. He tried to commit suicide, but 
was prevented from doing so. He immedi 
ately plunged into a new “case.” This was 
the only thing he was able to do—it corre. 
sponded to his specific inner defenses. 

All in all, the reasons enumerated above 
remind us to be less certain that even banal 
human attitudes—such as complaints about 
daily routine—are devoid of unconscious 
tributaries. It is easy to overlook them, but 
they are always present, 
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DISEASES OF THE NERVOUS SYSTEM 


Importance of the Delirioid Reaction in 
Psychiatric Diagnosis 


LESLIE B, HOHMAN, M.D. 
Durham, N. C. 


In this present psychiatric era of expand- 
ing interest in the psychodynamics of men- 
tal disease, a curious turn of events has oc- 
curred. The revolt of Adolf Meyer against 
the views of Kraepelin and to some extent 
Bleuler, namely, that mental disorders were 
disease entities, has been so oft repeated that 
ijt has become a psychiatric verbalism or 
meaningless cliché. Meyer refused to ac- 
cept the hypothesis that the most fundamen- 
tal etiology would prove to be organic— 
pathophysiologic (metabolic or endocrino- 
logic) or structural brain disease. 


Meyer’s self-created philosophic system of 
integrative levels permitted him to see mul- 
tiple etiologic factors in science. His adop- 
tion of pragmatism activated him to use 
multiple methods of study and treatment. 
His most fundamental objection to the dis- 
ease entity concept was that nobody could 
produce evidence of any pathophysiological 
or structural abnormality. He found that 
neither Kraepelin nor any other psychiatrist 
could work with or study hypothetical “dis- 
eases” but had to evaluate each case accord- 
ing to its symptoms, The symptoms were 
approachable only by the route of psycho- 
logic understanding. It was Meyer’s prag- 
matic position that, in the absence of defi- 
nitive data, many factors must be taken into 
account and tested by rules of invariable 
sequence (Meyer’s “experiment of nature’’). 


His refusal to accept hypothetical disease 
entities drove him into a crusade against 
“labeling” of mental illnesses. World psy- 
chiatric interest was already turning to the 
study of the individual personality and its 
role in the development of mental abnormal- 
ity. Freud, through Jung, profoundly in- 
fluenced Bleuler who, in turn, influenced 
Meyer. Meyer’s immediate acceptance of 
the term schizophrenia is clear indication of 
Bleuler influence. 





From Duke University School of Medicine. 
Read at Southern Psychiatric Association, Pine- 
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Meyer’s proposal to use the concept of re- 
action types rather than disease sums up the 
positive side of his approach to psychiatry; 
namely, the study and use of multiple fac- 
tors in etiology and diagnosis, including he- 
redity, personality structure, psychodynam- 
ics, and “organic” etiology if it could be 
determined. Recall, if you will, Meyer’s in- 
troduction to Cotton’s ill-fated pathophysi- 
clogic hypothesis of colonic toxemia. 


Now having again stated the working hy- 
pothesis of Meyer, let us look at what I have 
called the curious turn of events, Although 
verbally accepting the Meyerian hypothesis, 
American psychiatry has abandoned his the- 
ory of multiple factors and has taken up 
even more rigid “labeling” than ever before. 
There are only two major mental diseases 
today—schizophrenia and manic-depressive. 
Furthermore, there is only one etiology—un- 
conscious psychologic conflict. There is so 
strong a conviction that this etiology is the 
only possible explanation of mental disorder 
that consideration of any other factors is 
considered old-fashioned, unenlightened, and 
even immoral. It is ground for banishment 
from the inner circle of the psychiatric elect. 

I would like to insist that psychiatry is, 
under the unitary theory of etiology and the , 
excessive new pigeon-holing of all major so- 
called functional psychoses into one of two 
categories, departing signally and disas- 
trously from the rest of the medical sciences. . 

It is difficult to imagine medicine and sur- 
gery rejecting the study of the natural his- 
tory of diseases. Etiology is certainly sought 
after eagerly, but there is still active and 
necessary interest in the course and outcome 
of disease. Therapy can only be evaluated 
in the light of knowledge of disease and out- 
come, It is this fact that has made use of 
control studies in therapy evaluation indis- 
pensable. The prime purpose of control 
studies is to learn the history of the disease 
without therapy. How dare psychiatry de- 
part from this methodology! 
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Recovery from mental disease has been 
known long before any of the modern ther- 
apies came into existence. Reversibility of 
the process of mental abnormality to ‘nor- 
mality must be accepted as true for the nat- 
ural history of many mental illnesses. It 
seems to me essential that, insofar as pos- 
ible, the knowledge making for prediction 
as to reversibility be in the hands of thera- 
pists. How else are they to judge, in any 
scientific sense, whether their therapy is ef- 
ficacious. It may be that so-called therapy 
merely accompanies mental illness and is 
standing by to take credit. Time itself may 
be the healing factor. 

It is the purpose of this paper to point out 
certain observations and diagnostic signs 
that give clues as to the reversibility of some 
particular abnormal mental conditions, Too 
frequently, all cases (in our “new” labeling) 
are classified as schizophrenia unless they 
are clearly manic depressive. Many are re- 
ported later as cured when the essential fea- 
tures of the cases should have excluded the 
more ominous diagnosis of schizophrenia. 

The older psychiatry—pre-psychodynamic 
—recognized a category of illnesses which 
were called “amentia,” or acute hallucina- 
tory, confusional insanity. More recently, 
Meduna has renamed this series of cases 
oneirophrenia—suggesting that they are 
most nearly to be analogized with the nor- 
mal dream. Meyer used the meaningless 
term “individual psychoses.” 

I believe that a re-recognition of the 
dreamlike-state psychoses will enable us to 
differentiate this category of mental illness 
from schizoprenia. They are benign and re- 
versible and can be recognized as such from 
the beginning. 

Delirium, when there is a clear toxic, in- 
fectious, or exhaustive etiology, is clearly 
recognized in any general hospital but it has 
received altogether too little study as a 
mental reaction from psychiatrists. It can 
easily be diagnosed when disorientation and 
Ccifficulty in grasp is present. The shifting 
levels of consciousness are less well known. 
The liveliness of the affect, and the phan- 
tasmagoric, shifting, protean delusional and 
hallucinatory experiences have not been 
studied enough to enable the psychiatrist to 
get the “feel” or gestalt of this type of de- 
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lusional and hallucinatory material. The 
presence of subjective confusion either at 
the time of the psychosis or retrospectively 
is of prime importance. 

It should be insisted that this type of 
mental reaction is perhaps the most common 
type of mental abnormality. It occurs jn 
practically all people in the dream and in the 
drift into sleep. 

To differentiate the mental reaction pat. 
tern from the accompanying physical ab. 
normality in the delirium proper, I have for 
many years used the term delirioid. The 
term oneirophrenia is equally good and 
might well be adopted. The delirioid reac. 
tion is predictably reversible in the same 
fashion as is the affective reaction group, 

All too frequently the mere presence of de- 
lusional and hallucinatory experiences in the 
patient is put down as schizophrenic without 
ever inquiring into the nature and meaning 
of the symptoms themselves. The delirioid 
delusions and hallucinatory experiences are 
multiform, rapidly shifting, dramatic and 
melodramatic. They do not often have the 
odd mystical distorted or vague character 
of the more malignant schizophrenic delu- 
sions, The delusions and hallucinations are 
extremely vivid as is the affect which ac- 
companies them. The patient looks con- 
fused, and mixed-up and often feels subjec- 
tive confusion. The rapid shift from rela- 
tively clearness to confusion and back again 
is very characteristic but can easily be over- 
looked except with the longer observation. 


Even the disorientation and difficulty of 
grasp is often concealed and non-apparent, 
especially after the initial period of frank 
disorientation is past. It is our custom not 
to rely exclusively upon disorientation for 
time, place and person, but to search to find 
out if the patient is oriented for situation. 
Not infrequently, the absence of situational 
orientation gives the clue to the delirioid 
character of the reaction. It should be re- 
called that Bleuler was insistent that the 
diagnosis of schizophrenia should never be 
made in the presence of confusion and lack 
of perception clearness. 

It should be pointed out that in the study 
of any reaction type, seldom does the whole 
of the classical symptomatology appear. The 
“pure” case exists only in textbook descrip- 
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tion. This is true for the delirioid reaction 

type. It can be said that as the symptoma- 

tology contains the fragments of the deliri- 
oid reaction insofar it argues for reversibil- 
ity of abnormality. For example, phantas- 
magoric rapidly shifting melodramatic delu- 
sions resemble the delirioid reaction more 
than they do the schizophrenic or paranoid 
reaction. Content of delusions with roses, 
sweet incense, and heavenly angels is more 
delirioid than flowers which send out sexual 
odors and brain-poisonous odors. 

To summarize the features of the rever- 
sible delirioid reaction, we have: 

1. Defective grasp and perception with illu- 
sions, disorientation, with corresponding 
temporary memory defects. 

2. Varying and shifting levels of conscious- 
ness from complete clouding to relative 
clearness. 

3. Phantasmagoric, protean, shifting, melo- 
dramatic delusional material. 

4, Subjective confusion. 
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d. Feeling of the dreamlike quality of the 
experiences. 


6. Lively, although shifting, affect—fear, 
anger, depression, elation, awe, etc. 


I would like to make a final point that the 
subjective confusion may be affective not 
only in the delirioid state but also may be 
the pervasive affect in an affective non-de- 
lirioid abnormality. Confusion or bewilder- 
ment or bafflement is usually subjectively ex- 
perienced and is not to be mistaken for the 
delusion of the schizophrenic which appears 
confused to the observer but not to the pa- 
tient. It is the feeling of confusion, mix-up, 
or bafflement of the patient that is diag- 
nostic. 


It is suggested that if cases that are de- 
lirioid are taken out of the schizophrenic 
group, we will probably have to reduce the 
number of “cured” schizophrenic reactions, 
but we may thereby improve our therapeu- 
tic critiques. 





Report on Seven Lobotomy Operations 


CLELA HARKNESS, M.D. 
Indianopolis, Indiana 


This is a report of seven cases of lobotomy 
with follow-up study and evaluations of the 
results of the operations, 


Case 1, Mrs. H. A., was diagnosed demen- 
tia praecox mixed type catatonic and para- 
noid. This patient was considered ‘normal, 
although reserved and somewhat seclusive. 
The onset of psychosis is said to have been 
in 1939. She was actively hallucinated, ex- 
pressed delusions of being pregnant and be- 
ing watched, and she had many religious 
ideas. 


She had a course of metrazol in 1940, and 
again in 1941, showing some improvement 
following the treatments. In 1942, she had 
a course of insulin shock treatments, follow- 
ing which there was some improvement. 
Later she became mute, would obey com- 
mands, but refused to answer questions. She 
had to be fed but was not resistive. 

The patient was admitted to Central State 





From Central State Hospital, Indianapolis. 


Hospital May 25, 1942, in a state of cata- 
tonic stupor. She was given electric shock 
treatments and showed a marked improve- 
ment. She became more cheerful and was 
sent to occupational therapy, where she did 
good work. She still had a few paranoid de- 
lusions. During the next 5 years she had 
periods of being antisocial, seclusive, suspi- 
cious, and at times resistive; at other times 
she appeared cheerful and cooperative. April — 


5, 1948, at age 35, a transorbital lobotomy 


was performed. After appearing improved 
for a few months her personality changed, 
and for the past four years she has been 
seclusive, suspicious, sullen, entirely with- 
drawn, profane, easily angered, and at times 
combative. She is not cooperative and 
spends her time sitting on the ward staring 
off into space. She has gained considerable 
weight during this post lobotomy period. She 
is less manageable since the lobotomy. 
Case 2, Mrs. E. A., was diagnosed schizo- 
phrenia with psychopathic personality. 
179 
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This patient was apparently normal until 
adolescence, when she began to have tan- 
trums, associating with undesirable people, 
and having indiscriminate sexual relation- 
ships. She was ill at ease, restless, argu- 
mentative, and suspicious. She moved from 
one job to another, never satisfied for more 
than a few weeks. She has been addicted to 
the use of alcohol from the age of 16 until 
her admission to Central State Hospital. She 
was married and divorced five times and had 
extra-marital sexual relationships. She was 
always erratic even prior to her first mar- 
riage. 

In 1934, at the age of 30, the patient’s per- 
sonality changed, and she showed an in- 
creasing indifference both-to members of her 
family and to accustomed interests. She de- 
veloped auditory hallucinations and para- 
noid delusions. April 26, 1934, she was ad- 
mitted to Central State Hospital, Her be- 
havior in the hospital was vindictive, sullen, 
profane, uncooperative, and at times comba- 
tive. In 1940, she was given deep insulin 
therapy, after which she improved for a few 
months. In 1941, she was given metrazol 
shock treatments and again showed im- 
provement for a few months. 

From 1944 until 1951, she was given re- 
peated courses of electric shock therapy, 
showing temporary improvement after each 
course of treatment. April 3, 1951, at age 
47, a bilateral transorbital lobotomy was 
performed in the hope that the patient would 
become more manageable. There has been 
no change in the patient’s behavior since lob- 
otomy except that before the lobotomy she 
always improved after electric shock ther- 
apy, but now there is no change in her men- 
tal state during or after electric shock ther- 
apy. 

Case 3, S. M., was diagnosed schizophre- 
nia paranoid. 

This patient was considered a normal, 
though timid child. She was different from 
other girls in high school in that she was 
not interested in clothes nor boys. After 
graduation she tried unsuccessfully to ob- 
tain work, and this failure caused her to be- 
come listless, quiet, and dissatisfied, 

Psychosis was first noticed in June, 1937, 
when she thought men were using an elec- 
trical machine on her. She became careless 
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of her personal appearance and developed 
paranoid delusions. She was admitted t 
Central State Hospital November 18, 1937, 
at which time she thought every man ghe 
saw intended to rape her. On the ward she 
was quiet and cooperative, but preferred to 
be alone. She had auditory and visual hg). 
lucinations and paranoid delusions. 

In 1938 she was given a course of metra. 
zol shock therapy, after which she showeq 
some improvement. In 1941 she was given 
deep insulin therapy and again showed tem. 
porary improvement. From 1942 to 1948 
she received repeated electric shock treat. 
ments, always improving after treatment, 
January 13, 1948, she was discharged from 
the hospital greatly improved. November 
20, 1948, at age 31, a prefrontal lobotomy 
was performed. February 16, 1949, she was 
returned te Central State Hospital. At this 
time she was aggressive, combative, and an- 
tisocial, Ambivalence and blocking were 
evident as were bizarre mannerisms. Later 
she became calm, listless, and uninterested 
in her surroundings. In the past four years 
there were fluctuating periods of tension, ag- 
gressiveness, and combativeness followed by 
periods of calmness, listlessness, and apathy. 

Since lobotomy she has been difficult to 
manage. 

Case 4, Mrs. R. B., was diagnosed schizo- 
phrenia catatonic type. 

Her pre-morbid personality was quite rigid 
with fixed ideas of right and wrong, she had 
mixed socially with some participation in 
parties, and some dates. She gave the im- 
pression or always sitting and brooding and 
occasionally hearing voices. 

The onset of the psychosis was three years 
prior to entering Central State Hospital. It 
was of gradual progression, characterized by 
restlessness, increasingly peculiar behavior, 
dissatisfactions, jealousies that became de- 
lusions of a paranoid type, staring off into 
space, confusion, repeated inspection of her- 
self in a mirror, the development of hatred 
for her family with the development of feel- 
ings of sinfulness, the compulsion to make 
purchases in pairs, and lying without osten- 
sible reason. 

She was admitted to Central State Hospi- 


tal August 8, 1948. Her behavior record in | 
the hospital indicated a fluctuating response [ 
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with vulgarity, combativeness, anger, re- 
sistiveness, brooding, aphonia, and require- 
ment that she be dressed by the attendant; 
at other times she appeared sad and cheer- 
fyl, quiet and disinterested, only to be fol- 
lowed in a month by a flight of ideas, re- 
sistiveness, and catatonic type of excite- 
ment. 

Given intensive electric shock therapy, she 
showed improvement. September 27, 1949, 
a prefrontal lobotomy was performed. 

During the two-year post lobotomy period 
this patient has shown no improvement. 
Anxieties, tensions, obsessions, compulsions, 
incongruous thinking, hostilities, and com- 
bativeness remain the same. 

Case 5,8. J., was diagnosed schizophrenia 
paranoid type. 

This patient was considered a normal, so- 
ciable, well-adjusted woman until the age of 
34, At this time her husband changed jobs. 
She heard a voice saying, “Dad will get a 
better job, better than you think.” He did 
get a better job and the patient was grateful. 
She spent considerable time in church and 
prayer. She heard voices talking to her con- 
stantly so she was unable to rest day or 
night. She was extremely depressed and 
agitated and lost weight. Later she became 
afraid to go to church because the voices told 
her she was going to Hell and that God 
would punish her. She developed a “killing 
instinct,” admitting she wanted to kill chil- 
dren. At this time the “devil” came to her 
in the shape of a locust. 


The patient received 18 electric shock 
treatments with no improvement. At this 
time a psychiatrist said she was the most 
“hallucinated” woman he ever saw. August 
9, 1949, a bilateral transorbital lobotomy was 
performed, Following the lobotomy, the pa- 
tient felt she was improved, as she could 
make decisions a little more readily. She 
still had hallucinations during the day, but 
her nights were more quiet. November 18, 
1949, she underwent a standard precision 
type of prefrontal lobotomy with approach 
made at the pterion points on either side of 
the skull. Following the second lobotomy 
she was extremely flattened, was carefree, 
childlike and was incontinent of urine. For 
a short time she still heard voices, but after 
a few weeks all hallucinations disappeared. 
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Suddenly all her tensions and anxieties dis- 
appeared. She had always loved her home 
and had been a meticulous housekeeper, but 
after the Icbotomies she lost interest in her 
home and refused to do any work. Money 
entrusted to her for household expenses was 
wasted on amusements. She developed a rav- 
enous appetite, eating every hour, day and 
night. She gained 125 pounds in one year. 
She had never been institutionalized during 
her eight years of mental illness, but one 
year after her lobotomy operations her fam- 
ily felt they could no longer cope with her 
new personality and she was committed to 
Central State Hospital. 

Since admission to the hospital she has 
been happy, sociable, carefree, and allergic 
to work, The patient is well satisfied with 
her lobotomy since she no longer has hallu- 
cinations, tensions, or anxieties. Her fam- 
ily is very unhappy about the complete 
change in her personality. 

Case 6, B. F., was diagnosed psychoneuro- 
sis of the neurasthenic type with schizoid 
paranoid background. 

This patient had an unsatisfactory and in- 
secure childhood. She became an orphan at 
the age of 13 years and went to live with an 
aunt who took her out of school and put her 
to work in a factory where she worked only 
a few months when truant officers inter- 
fered, and she was sent back to school to 
finish the eighth grade. Unable to get along 
with her aunt, at the age of 14 years she ran 
away and secured employment in a confec- 
tionery store. She rented a room and lived 
alone. At this time she was always losing 
her purse and being put out of her room. 
She finally went to live with another aunt in 
Chicago, and worked as a waitress until she 
was 20 years old when she married. 

Her married life was not happy, as her 
husband was an alcoholic and this situation 
caused many quarrels, She suffered three 
miscarriages caused by falls. There were 
no other pregnancies. 

At the age of 26 years she became occu- 
pied with numeyous bodily pains. Her first 
complaint was abdominal pain. Consulting 
numerous physicians, she was told there was 
nothing wrong with her. One physician told 
her she was just a silly girl wanting an op- 
eration. She finally found a doctor who op- 
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erated on her in 1934 at which time her ap- 
pendix and one uterine tube was removed. 
In the next ten years she had three more op- 
erations; one for fallen colon; another a 
complete hysterectomy; and an exploratory 
laparotomy. Following each operation her 
symptoms subsided temporarily, only to re- 
turn in a new physical complaint. 


In 1950 she was given electric shock ther- 
apy for six weeks with no improvement. In 
April, 1951, a transorbital lobotomy was per- 
formed. Since there was no improvement in 
her condition in August, 1951, a prefrontal 
lobotomy was performed, In October, 1951, 
she attempted suicide by taking phenobar- 
bital. Later she became hilarious, nervous, 
childlike, and seemed unable to realize her 
household responsibilities. She developed 
visual hallucinations for the first time. She 
was constantly seeing snakes and was afraid 
to be alone. 

She was admitted to Central State Hospi- 
tal February 9, 1952. Since admission this 
patient has had a sense of mental and phys- 
ical fatigability, tension, and depressive af- 
fective tendencies. She was agitated and 
somewhat resistive when examined. There 
is an exaggerated degree of attention paid 
to the bodily organs. 

This patient’s post lobotomy history shows 
visual hallucinations, increased anxieties, 
phobias, and childlike behavior. 

Case 7, M. T., was diagnosed manic-de- 
pressive, 

Her pre-morbid personality is described as 
one of unstable nervous temperament, happy, 
sociable disposition, with a photographic 
memory, but no reasoning ability. She was 
considered normal but a little peculiar. 

In 1935 the patient became very nervous, 
depressed, highly excitable, and unable to 
sleep. The psychosis grew progressively 
worse until in 1942, she became destructive, 
disoriented, incoherent, and displayed mani- 
cal excitement requiring restraint. 

She was admitted to Central State Hospi- 
tal August 25, 1942. Her behavior in the 
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hospital has shown periods of being quiet, 
cooperative, docile, and almost normal, He, 
manic phases have been preceded by a slight 
depression. Her manic phases have bee 
characterized by psychomotor activity, jp. 
somnia, combativeness, irritability, destruc. 
tiveness, and with a flight of ideas. 

Her manic phases were always greatly im. 
proved following electric shock therapy. Pre. 
frontal lobotomy was performed September, 
1951. She did quite well for a short period 
of time and then slipped back into her talk. 
ative state. 

Her post lobotomy history shows there 
has been no change in her mental condition, 
She still has periods of manical excitement 
followed by almost normal periods. 


Summary 


In an evaluation of 7 lobotomy cases that] 
have observed none have been improved ex- 
cept for a few months. Five of these cases 
were diagnosed schizophrenia, one manic de- 
pressive, and one neurasthenia. The dura- 
tion of each psychosis before the lobotomy 
was performed was 9 years, 17 years, 11 
years, 4 years, 8 years, 5 years, and 16 years 
respectively. All of these patients had re- 
ceived electric shock therapy, some had re- 
ceived metrazol shock therapy, and some 
deep insulin therapy, with temporary im- 
provement after each course of treatment. 
Following the lobotomies not a single pa- 
tient showed any improvement with electric 
shock therapy. Two patients had never been 
institutionalized until after the lobotomy. 

After the lobotomy operation four patients 
showed improvement for a few months, two 
remained the same, and one showed a con- 
plete change of personality. At the present 
time five of these patients have become com- 
bative and difficult to manage, one remains 
the same, and one is relieved of all tensions 
and anxieties, but childlike and irresponsible. 

It remains to be seen what further perso- 
nality changes may take place. 
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CASE No. 165031 


Presentation 


A 47-year-old colored housewife was admitted to 
the hospital August 11, 1950, with severe throbbing 
headaches, blurring of vision, nausea, vomiting, and 
vague abdominal pains. She died on October 2, 
1950. 

The patient, a frequent visitor, first became 
known to this hospital in 1932 when she came to 
the Medical Clinic with complaints of pain in the 
pack and hips, painful micturition, chronic constipa- 
tion and periodic frontal and right-sided headaches 
which had been present for about one year. Gen- 
eral physical examination was not remarkable ex- 
cept for an abdominal scar from an operation for 
salpingitis two years before. The blood pressure 
was 120/80. The urine on one occasion was nega- 
tive for albumin and showed epithelial cells and 
debris. She was followed at regular intervals in 
the clinic for those complaints, essentially without 
change, over a two-year period and then was not 
seen until April 1946, again because of severe 
headaches, often unilateral, of increasing frequency 
and severity. These were periodic, presumably re- 
lated to marital tensions, and were throbbing, last- 
ing several hours, and were associated with blur- 
ring of vision, occasional nausea, vomiting, and 
vertigo. Relief was afforded by firm pressure on 
the right temple and by white pills administered 
by her physician. Urinary symptoms of frequency, 
urgency, dysuria, and back pain again were elicited 
but she tended to accept them as part of life’s bur- 
den and was occupied mostly with her headache. 
Examination revealed obesity, small lenticular opac- 
ities and scleral scars. Blood pressure was 210/100 
and slight cardiac enlargement was observed. One 
urine was negative for albumin and sugar but 
showed occasional white blood cells. Another showed 
three plus albumin with occasional granular casts 
and leukocytes. A blood hemoglobin was 10.8 gm. 
per 100 cc. A phenolsulfophthalein test showed 40 
per cent excretion in one hour. 

She was placed on a reducing diet and given sed- 
atives and was followed in the clinic at approxi- 
mately monthly intervals for the next three years. 
Her blood pressure at these visits ranged from 
145/90 to 230/135, varying more on earlier visits 
and hovering around 200/120 on later visits. Her 
complaints varied in intensity but not in theme un- 
til late 1947, when they were augmented by meno- 
pausal phenomena consisting of menstrual irregu- 
larities, menorrhagia, occasional intermenstrual 
spotting, hot flashes, and increased emotional in- 
stability. An enlarged irregularly nodular uterine 
mass, thought to be fibroids, was found on examina- 


tion. Several specimens of urine were examined 
during this period which showed 1 to 3 + albumen 
and varying numbers of white blood cells in the 
sediment. Conservative management of her gyne- 
cologic disorders was instituted but the bleeding 
continued to present a problem in therapy, and she 
had a persistent anemia with hemoglobin varying 
from 7 to 11 gm. per 100 cc. despite iron therapy. 
Mild cardiac decompensation became manifest in 
1949 with development of slight ankle edema, mild 
exertional dyspnea and occasional episodes of par- 
oxysmal nocturnal dyspnea. A chest film in May 
1949 showed marked cardiac enlargement predomi- 
nately left ventricular, but no increase in vascular 
markings. 


Because of the failure of conservative therapy to 
control the bleeding and anemia, operative inter- 
vention was elected, and she was admitted to the 
hospital in November 1949. Pertinent physical find- 
ings were scattered fine basal rales in the lungs, 
an enlarged heart reaching the anterior axillary line 
in the sixth interspace, a uterine mass, and minimal 
ankle edema. The cardiac rhythm was regular and 
the sounds of good quality. There was a soft blow- 
ing apical systolic murmur. The blood pressure was 
185/120. The fundi showed arterial narrowing, but 
no exudate or hemorrhage. The hemoglobin was 
6.5 gm. per 100 cc. and the white blood cell count 
was 8,100. The urine, with specific gravity of 1.010, 
showed 1+ albumin persistently and rare’ white 
blood cells in the sediment. The blood urea nitro- 
gen was 42 mg. per 100 ce. The patient was digi- 
talized, given a low salt diet, placed on bed rest, and 
given 1200 cc. of whole blood and on this regime 
her blood pressure fell to levels of approximately 
140/85. <A chest film showed slight but definite de- 
crease in size of the cardiac silhouette. Intravenous 
pyelogram was unsatisfactory and retrograde pye- 
logram was normal. Approximately three weeks 
after admission a panhysterectomy and bilateral 
salpingoophorectomy was done and she withstood 
the procedure well. The specimen showed leiomyo- 
mas. Postoperatively she was given heparin prophy- 
lactically. Her course was not remarkable until the 
fifth hospital day when she suddenly had a severe 
vaginal hemorrhage and went into shock. Blood 
pressure dropped to 64/40 but quickly responded to 
transfusions. Bleeding was easily controlled by 
packing. There was no further difficulty, and she 
was discharged on the tenth postoperative day with 
a blood pressure of 130/70. 

Following discharge her blood pressure quickly 
returned to previous levels being recorded as 
210/120, a month after discharge. She complained 


183 








DISEASES OF THE NERVOUS SYSTEM 


of frequent, moderately severe headaches, choking 
sensations, and pain in the chest radiating down 
both arms to the elbows which occurred at rest as 
well as with exertion or excitement. She devel- 
oped mild persistent ankle edema and exertional 
dyspnea. Physical examination disclosed marked 
retinal arterial spasm with hemorrhages and exu- 
date (grade III) and the enlarged heart which now 
had a coarse systolic apical murmur. Chest film 
again showed marked cardiac enlargement. 


In June 1950 she again entered the hospital for 
evaluation. Her complaints and physical examina- 
tion were the same as before and papilledema was 
now present. The blood urea nitrogen was elevated 
to levels of 70 mg. per 100 cc. on several determina- 
tions and the creatinine was 3.4. The hemoglobin 
was 8 gm. per 100 cc. and the red cell count 2.8 mil- 
lion. On lumbar puncture, clear cerebrospinal fluid 
was obtained; the pressure was 230 mm. of water, 
otherwise it was normal. There was a persistent 
8 to 4+ albuminuria and a few red and white blood 
cells and granular casts in the urine. 


Electrocardiographic findings on this admission 
were the same as those of numerous previous trac- 
ings: sinus rhythm, PR .16 sec., QRS duration .08 
sec., T wave inversion in leads 1, AVL, V5 and V6, 
and was considered typical of “left ventricular 
strain.” 


She adjusted well to the hospital routine and was 
made comfortable with sedatives, low salt diet, and 
estrogenic substances given for hot flashes. She 
freely ventilated many resentments and frustrations 
of her family and marital life. Her blood pressure 
averaged approximately 180/110 while she was at 
bed rest. 


She remained about 1 month and then was fol- 
lowed in the clinic until August 11, 1950, when she 
was again admitted because of headaches, nausea 
and vomiting, and blurring of vision gradually in- 
creasing in severity over the previous month. Physi- 
cal examination revealed no new findings, and the 
laboratory studies were similar to those previously 
obtained. Despite conservative management her 
blood urea nitrogen gradually rose to levels of 
160 mg. per 100 cc., and the creatinines varied be- 
tween 8 and 10 mg. per 100 cc. The CO, combining 
power dropped to 20 vol. per 100 cc. She developed 
diarrhea, itching of the skin, drowsiness, and 
troublesome vomiting, and on one occasion had 
severe epistaxis. Terminally she had repeated gen- 
eralized convulsive seizures. A lumbar puncture 
showed clear fluid under a pressure of 240 mm. of 
water. The protein was 57 mg. per 100 cc. There 
were no signs of localized cerebral disease. Chest 
film showed no significant change in heart size and 
the lung fileds were clear. She became delirious 
and then comatose. Terminally the urinary output 
was diminished, but accurate records were not ob- 
tained due to incontinence although the output was 
estimated at less than 500 cc. in 24 hours. She ex- 
pired at 8:35 P.M., October 2, 1950. 
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Differential Diagnosis 

Dr. Eugene B. Ferris: This case is an jp. 
stance in which we are able to follow the 
course of the hypertensive disease from bp. 
ginning to fatal termination. Also we ¢ap 
recognize certain factors in the external ang 
internal environment which determined to 
some extent the natural history of the dig. 
ease in this patient. 

In summary, the patient was first observeq 
in 1932 at the age of 28 with symptoms of 
back pain, painful urination, and headaches. 
Around this time a two-year period of ob. 
servation in the Clinic indicates that the pa- 
tient continued to have the initial symptoms 
of pain in the back, frequency and pain op 
urination, and headaches, and that she then 
had a normal blood pressure, She was ‘next 
seen in 1946, and at this time she had a five. 
tuating type of hypertension which gradv. 
ally became more sustained, and her con. 
plaints centered mainly around headaches, 
These headaches were similar in nature to 
the headaches which she had had before her 
blood pressure became elevated. The record 
of urine examinations sometimes showed al- 
buminuria. 

In 1949 the studies revealed some cardiac 
involvement as indicated by enlargement of 
the heart and some intermittent symptoms 
of early congestive heart failure, and a lim- 
itation in renal function as indicated by a 
blood urea nitrogen of 42 mg. per cent. Still 
the hypertensive, vasospastic process could 
be considered to be benign as indicated by 
the absence of hemorrhage and exudate in 
the optic fundi and the fact that the blood 
pressure under observation fluctuated rather 
widely from high levels to levels as low as 
140/85. After this period of observation, be- 
cause she was having uterine bleeding which 
could not be controlled, she was subjected to 
a hysterectomy and bilateral oophorectomy. 
Soon there was marked exacerbation of her 
symptoms and she came to the hospital with 
the classical signs of malignant hyperten- 
sion with hypertensive encephalopathy. Pre- 
viously her fundi had shown only vasospas- 
tic phenomena, changes limited to the blood | 
vessels without retinitis. In the next exami- 
nation she not only had these changes but 
also hemorrhages, exudate, and papilledema. 

The questions which arise in this case are 
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essentially the following: First, is this a typ- 
ical case of essential hypertension, or is it 
complicated by the presence of renal disease 
end if so, what kind? Second, we would 
wonder about the mechanism of some of the 
symptoms, particularly the headaches and 
how they relate to the hypertensive disease 
from which she suffered, and, third, what 
factors had been of importance in influenc- 
ing the course of the disease? I raise this 
last question because study of patients with 
hypertension has revealed that stresses of 
any kind, both internal and external—exter- 
nal stresses being particularly related to 
emotional stress situations—are of great im- 
portance, not only in precipitating the onset 
of high blood pressure but also in precipitat- 
ting and accelerating the complications and 
course of the disease. Although the proto- 
col contains little factual information in that 
direction, there are clues that would lead to 
the raising of more questions such as the 
close relationship between her headaches 
and her marital tensions and the fact that 
she developed malignant hypertension fol- 
lowing hysterectomy. In our experience such 
procedures are frequently associated with 
rapid progression of the disease, and I would 
wonder about the role of the operative proce- 
dure in the final illness in terms of what it 
meant to the patient. 

Insofar as the functional diagnosis is con- 
cerned, this seems to be a typical case of 
high blood pressure which ran a relatively 
benign course for many years and rather 
suddenly blossomed into a malignant phase 
following the operation. The shift from the 
benign to the malignant phase is best recog- 
nized by the changes that I have mentioned 
in the fundi which showed initially grade II 
changes and finaliy retinitis with hemor- 
rhages, exudate, and papilledema. The pa- 
pilledema appears to indicate the presence 
of so-called acute hypertensive brain edema 
that we see in this particular type of hyper- 
tensive encephalopathy; this is verified by 
the elevated cerebrospinal fluid pressure. So, 
we can make the functional diagnosis of ma- 
lignant, or accelerated phase of hyperten- 
sion. 

As to the etiology of the renal disease, the 
diagnosis lies between ‘nephrosclerosis, com- 
monly associated with essential hyperten- 
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sion (meaning that we don’t know the 
cause), chronic pyelonephritis, and chronic 
glomerulonephritis. The rather long-stand- 
ing genito-urinary symptoms and _ particu- 
larly the long-standing albuminuria in this 
case are unusual in uncomplicated nephro- 
sclerosis, and they are common in the two 
latter renal diseases. Of further significance 
is the rather gradual and somewhat chronic 
elevation in the blood urea nitrogen which 
we note in this patient, As a rule in nephro- 
sclerosis elevation of the blood urea is an 
ominous prognostic sign and after it occurs, 
uremia rapidly supervenes; whereas in glom- 
erulonephritis and pyelonephritis patients 
riay carry an elevated blood urea nitrogen 
for months and sometimes for a year or 
more before fatal uremia develops. On the 
basis of this reasoning I would conclude that 
this patient has, in addition to the nephro- 
sclerosis that would occur with any form of 
hypertension, a chronic pyelonephritis be- 
cause of the long-standing history of genito- 
urinary symptoms, pain in the back, frequ- 
ency of urination, and occasional white cells 
in the urine. I think it’s worth noting that 
throughout the early two-year period of ob- 
servation little attention was focused on the 
urine so we don’t have accurate information 
about that except from the symptomatic 
point of view, but with the information we 
have, the renal disease is probably chronic 
pyelonephritis rather than chronic glomeru- 
lonephritis. 

Now to the question of etiology of the hy- 
pertension and the relationship of the renal 
disease to it. We are inclined to search for 
the presence of renal disease in an effort to 
make an etiologic diagnosis and thus differ- 
entiate between essential hypertension and — 


hypertension associated with chronic renal 


disease. In most people’s experience, as far 
as the course of the disease and its natural 
history is concerned, there is no difference 
between the hypertension that we think of 
as essential hypertension and that which we 
see in association with chronic renal disease. 
As a matter of fact, Doctor T. Brent Way- 
man has recently reviewed the literature 
concerning the relationship of renal disease 
to hypertension and finds that hypertension 
is not a great deal more common in renal 
disease than it is in non-renal disease. In 
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other words, there is not nearly as good a 
correlation between hypertension and pri- 
mary renal disease as we generally think. 
Furthermore, in at least 50 per cent of pa- 
tients in the late stages of pyelonephritis the 
blood pressure is normal, So, there has to 
be something in addition to renal disease to 
produce the hypertension. I would, there- 
fore, not emphasize the renal disease as a pri- 
mary etiologic factor in this case, but as a 
factor which, when present, makes people 
more susceptible to hypertension. 

I think the localization of most of the 
symptoms is pretty clear, the genito-urinary 
system, the cardiac failure, and the uterine 
bleeding. The headaches are worth com- 
menting on because of the commonly held 
notion that headaches are caused by hyper- 
tension and the general tendency to tell pa- 
tients with headaches and high blood pres- 
sure that headache is due to the hyperten- 
sion. In our case you will note that the 
patient had the headache before she suffered 
the onset of hypertension. In our studies 
we haven’t found any close relationship be- 
tween the level of the blood pressure and the 
severity of the hypertensive vascular proc- 
ess and the presence or absence of head- 
aches. In other words, some patients with 
hypertension tend to have headaches and 
other patients with hypertension simply 
don’t have headaches at all. Despite the gen- 
eral feeling that headaches may be indirectly 
related to some of the factors that elevate 
the blood pressure, there is no direct causal 
relationship between them, and I think there 
is evidence in this case to bear this out. The 
mechanism of headaches in hypertensives is 
essentially the same as in normotensives. In 
this case some of the headaches appear to 
be migraine and others tension headaches. 

As to the relation of emotional factors to 
the hypertensive process, I might mention a 
patient Doctors McGuire, Wayman, and I ob- 
served at the Holmes Hospital who I think 
summarizes the interrelation between struc- 
tural and functional factors in the disease. 
This patient came in because of difficulty in 
vision, and he had typical malignant hyper- 
tension with hemorrhages, exudate, and pa- 
pilledema in the eyegrounds. It was pretty 
clear in going over his story that this ma- 
lignant exacerbation of a long-standing be- 
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nign hypertension occurred in relation ty 
some very stressful situations in his enyj. 
ronment, and he appeared to be much like 
most patients who develop malignant hy. 
pertension. His total renal function wags 
not abnormally low, but intravenous pyelo. 
grams revealed that one kidney was fune. 
tioning well and the other not at all. In the 
hospital the patient improved without any 
specific therapy and began to revert slowly 
to a benign form of the disease. The kidney 
which was not functioning was then re. 
moved, and the patient rapidly and dramat. 
ically improved. He was sent home without 
any attention being paid to emotional fae. 
tors; he went right back to his environment 
and has continued to live with the same 
problems he had before. He hasn’t solved 
these problems, nevertheless after about 
three years his blood pressure is 120/80, 
Here is an excellent example of a structural 
factor—mainly unilateral renal disease— 
which taken together with other stresses of 
living produce the picture of overt clini- 
cal hypertension. In essential hypertension 
we do not know the factor which makes cer. 
tain individuals susceptible to it. My final 
diagnoses are malignant hypertension with 
chronic and acute hypertensive brain dis. 
ease, chronic pyelonephritis with terminal 
uremia, and hypertensive heart disease. 

Student: Is the retrograde pyelogram usually di- 
agnostic of pyelonephritis ? 

Dr. Benjamin Felson: Roentgen studies are usu- 
ally normal in chronic pyelonephritis. However, in 
a relatively small percentage of cases there is some 
irregularity in the outline of the caliceal system 
which, unless marked, is not diagnostic because so 
many times normal variances look that way. How- 
ever, shrinkage of the kidneys does occur secondary 
to pyelonephritis and if unilaterally or bilaterally 
small kidneys are demonstrated by retrograde or 
intravenous pyelography, differentiation must he 
made between congenitally hypoplastic kidney and 
shrunken atrophic kidney. Sometimes the distinc- 
tion is impossible to make. 


On many occasions we have been asked to do 
pyelograms on patients who have hypertension, and 
we have been able to demonstrate very little change 
in the kidneys; occasionally we run across a uni- 
lateral hydronephrosis. In addition, we have done 
abdominal arteriography with a needle through the 
back into the aorta of about 75 cases with hyper- 
tension, in a search for narrowing of the renal ar- 
tery. We have not found it in those cases. We 
have had several patients with narrow renal arteries 
but they did not have hypertension. 
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pr. M. A. Blankennorn: Do you think retrograde 


pyelograms should have been made more than once 


in our patient ? 

pr. Felson: I would say that if there were distinct 
evidence of pyelonephritis, that films should have 
peen repeated six or eight months later. 

pr. Richard Goldsmith: I'd like to suggest some 
discussion on the hematological disorder and the 
way in which this patient was handled. (1) I won- 
der if someone can tell us whether or not there is 
any correlation between the treatment the gyne- 
cologists gave her and the bleeding the patient suf- 
fered, or whether the patient just bled. (2) I won- 
der if there is any evidence that the anemia im- 
proved after radical surgery. The only statement 
given is that sometime postoperatively she had a 
hemoglobin of 8 gm. per cent. (3) I'd like to know 
whether the hematological disorder was treated and 
what the treatment was. It seems to me in retro- 
spect that we appear to have a lady entering meno- 
pause and developing the menstrual changes seen 
then, with many emotional problems connected 
therewith and with hypertension. What would be 
the significance of a major operation of this type? 

Dr. Blankenhorn: Does Dr. Ferris evaluate the 
menopause as an important factor in this patient? 

Dr. Ferris: I don’t know whether the menopause, 
from an endocrinological point of view, would have 
anything directly to do with altering the course of 
the disease. We have evidence that the meaning 
of the menopause to women experiencing it is the 
important thing. I wonder if Dr. Shapiro would 
comment on the relation of the operation to the 
hypertension ? 

Dr. Alvin Shapiro: I'd like to first answer Dr. 
Goldsmith’s question about the anemia. Postopera- 
tively she did show some improvement in her blood. 
Our studies uncovered much evidence that the hys- 
terectomy represented rather severe emotional 
stress and was related to various similar develop- 
mental patterns in her background. We feel that 
this operation played a rodle in the exacerbation 
that occurred. 

Interestingly, when she was moved from the home 
situation and into the hospital she improved re- 
markably without any other therapy. She expressed 
her attitude about the hospital, that this was like 
being protected, that she had no reason to be afraid 
here, that everybody took care of her and was inter- 
ested in her. There was a great deal of obvious 
relaxation. By the time that she was discharged 
she had reverted to a somewhat more benign state 
with complete disappearance of papilledema. How- 
ever, her renal situation was worse than it had been 
prior to the exacerbation; this appeared to be an 
inexorably progressing disturbance. 

Dr. Joseph Ganim: Do I gather that the main 
surgical procedure was in some way contributory 
to a transition from a benign to a malignant phase 
of this hypertension ? 

Dr. Ferris: Well, the only evidence that I gleaned 
from the protocol was a time relationship. Exacer- 
bations occur commonly in relation to operative 
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procedures and the like; sometimes operations can 
have a stressful meaning to the patient over and 
above the trauma of the operation itself. 


Discussion of Pathology 

Dr. Pearl M. Zeek: The pathological diag- 
noses in this case, at least the essential ones, 
have been so accurately anticipated by Doc- 
tor Ferris that I will have little to say in dis- 
cussion except to give a brief description of 
some of the organs that bear out those diag- 
noses. The kidneys were small and shrunken, 
weighing only 190 grams together, the cap- 
sules were adherent, and the surfaces were 
finely granular and also presented numerous. 
shallow, flat scars radiating down toward 
the tops of the pyramids, so characteristic 
of chronic pyelonephritis. There was irreg- 
ular thinning of the cortices, and the pyra- 
mids were streaked with gray and yellow, 
and the mucosca of the renal pelves showed 
marked thickening and opalescence and 
granularity, also typical of active chronic in- 
flammation in the renal pelves. The mucosa 
of the bladder had a similar appearance in- 
dicating active inflammation in the urinary 
bladder. 

The brain, removed 13 hours after death, 
weighed 1330 grams. No gross changes were 
seen in any of the cerebral vessels. There 
were a few old, small cysts of softening, none 
more than 2 mm, in diameter, scattered in 
the cerebrum. The largest of these was in 
the pons, to the left of the midline in the 
fibres of the brachium pontis. Microscopi- 
cally these cystic areas were bordered by an 
abundance of glial fibrils. 

I will show sections to prove that the pa- 
tient had secondary vascular nephrosclerosis 
which is commonly, almost invariably, found 
in kidneys in the site of chronic progressive 
pyelonephritis. These vascular changes are 
frequently associated with hypertension 
which again is common in cases of bilateral 
pyelonephritis. I would like to emphasize 
here that some of the discrepancies in the 
statistics between the correlations or at- 
tempts at correlation between hypertension 
and pyelonephritis can be explained by the 
fact that pyelonephritis is frequently a uni- 
lateral disease at its beginning and may con- 
tinue so for a considerable length of time. 
It has been established experimentally that 
hypertension may be only transient if the 
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renal disease is unilateral and that it does 
not go to a severe degree or to a maintained 
kypertension and certainly not to a malig- 
nant phase of hypertension in the face of a 
unilateral renal disease. But in cases of bi- 
lateral pyelonephritis, hypertension is very 
common as the disease becomes progressive 
end chronic. From a pathological stand- 
point I think I can say that the correlation 
is close and in a great majority of cases of 
chronic atrophic pyelonephritis where the 
kidneys are as small as they were in this 
case the patient does have hypertensive dis- 
ease and frequently ends in a malignant 
phase of hypertensive disease. Therefore, I 
would like to emphasize the importance of 
pyelonephritis as a forerunner of hyperten- 
sive disease, and I think in this case that 
was true, 


Pyelonephritis is a term that is used for 
inflammation of the kidney, inflammation 
both in the parenchyma of the kidney and 
in the renal pelvis. In the great majority of 
instances of bilateral pyelonephritis there is 
some evidence of obstruction to the lower 
urinary tract at some phase in the develop- 
ment of the lesion. As we look back at the 
history of this patient we can point to the 
fact that this patient had fibroids of the ute- 
rus and that possibly they may have played 
some role in initiating the condition of pye- 
lonephritis. It would be interesting to know 
whether at operation any evidence of ob- 
struction of the ureters was noted. At any 
rate the patient’s condition was not im- 
proved when the fibroids were removed. 
However, that is what often occurs. Re- 
moval of the obstruction in cases of well- 
established chronic pyelonephritis does not 
cure the disease by any means. Once the 
organisms are established in the kidney, re- 
moval of the obstructive phenomena does 
not cure the disease, but it goes on to become 
chronic and progressive. Especially is this 
true if vascular changes have been initiated 
because then a vicious cycle is established. 
The more vascular changes, the more renal 
ischemia and renal hypertension superim- 
posed upon whatever type of hypertension 
was present at the beginning, So, I think 
that was probably the sequence of events in 
this case. 

In addition to the chronic progressive pye- 
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lonephritis, and secondary vascular nephyo. 
sclerosis which had become malignant ter. 
minally, and the active pyelitis and cystitis, 
there was also uremic pericarditis and there 
were some small infarcts in the heart aggo. 
ciated with the vascular changes there. The 
vascular changes in this case in the arte. 
rioles—the acute vascular changes aggogi. 
ated with the malignant phase of hypertep. 
sion—were widespread and account for some 
of the terminal phenomena. There were olq 
and recent military infarcts in the myocar. 
dium. The heart was markedly hypertro. 
phied. It weighed 580 grams in a woman 
165 centimeters in length, that is about 289 
grams larger than the highest normal weight 
of the heart. There was slight early lobular 
consolidation of the lungs, involving all the 
lobes, and there was terminal lobular pnev- 
monia. 

Those are the most important findings 
other than a few things I'll point out when 
I show the slides. One other interesting 
finding—there was mucoid medionecrosis of 
the aorta. In other words, the stage was 
being set for a dissecting aneurysm in this 
case, and that is true of many cases of severe 
hypertensive disease. I think in the past 
we haven’t emphasized that enough to clini- 
cians so they feel that we only see mucoid 
medionecrosis in cases where we have a dis- 
secting aneurysm. Here was a case where 
there was a considerable degree of it, and it 
is likely associated with arteriolar changes 
in the vasovasorum which are only part of 
the generalized arteriolar disease in cases of 
hypertension. 

Microscopic study of the kidney revealed 
narrowing of the cortex and lymphocytic in- 
filtration of the renal pelvis. On the outer 
surface there were small retention cysts and 
there was marked distortion of markings. 
There was faint and indistinct junction be- 
tween cortex and medulla. There were typi- 
cal lesions of chronic progressive pyeloneph- 
ritis; many lymphocytes infiltrating the in- 
terstitial tissue of all portions of the kidney, 
thickening of the capsule around the glomu- 
leral tufts, and sometimes hyalinization of 
the tufts; in places there were tufts which 
still appeared quite normal, but there was 
marked sclerosis and fibrosis of the capsule 
and then the secondary tubular changes— 
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degeneration of the tubules—probably ter- 
minally associated with arterial necrosis. 
Many of the tubules were atrophied, others 
dilated and cystic, and all of them showed 
various degrees of degenerative change. 


The vascular changes were also marked. 
There was hyperplastic arteriosclerosis of 
small arteries so frequently associated with 
hypertensive disease; it’s even more charac- 
teristic when found in arterioles which was 
the case here. There was various bizarre 
types of scarring of tufts, some of it sec- 
ondary to vascular change, but most of it on 
the basis of pyelonephritis. The arteriolar 
change was general in the viscera, changes 
which we find in the great majority of cases 
of malignant hypertension. Whether they 
are caused by the malignant phase or 
whether they precipitate the malignant 
phase still waits further study, but at least 
they are present at autopsy when patients 
have died in the malignant phase of hyper- 
tension. 


It would appear that the first morphologi- 
cal change is the presence of a macrophages 
in the intima of vessels. Macrophages loaded 
with fat filled the lumen of some arterioles. 
That apparently is just a transient phase. 
By far the most common appearance of ar- 
terioles in the malignant phase of hyper- 
tension is that in which there may be a lipoid 
protein combination that is deposited in the 
walls of these vessels. These same changes 
were present with occluded vessels in sev- 
eral of the viscera and may account for the 
miliary infarcts in the myocardium and per- 
haps for the military foci of necrosis in this 
brain which we call hypertensive encephalo- 
pathy. 


This pink staining, homogenous material 
has been called hyalin. Hyalin is not a chem- 
ical substance; hyalinization means nothing 
more than that the vessel has taken on a 
glass-like appearance, Many tissues are 
spoken of as being hyalinized—epithelial 
cells, connective tissue fibers, and intima of 
klood vessels. When it occurs in blood ves- 
sels, it is probably a lipoid protein deposited 
there or a lipoid protein change of some- 
thing that previously existed there. We 
don’t know where it comes from, but a hya- 
linized vessel in the brain can be associated 


DISEASES OF THE NERVOUS SYSTEM 


with a small area of softening. Placed stra- 
tegically a hyalinized vessel can result in 
symptoms. 

In the fat stains on frozen sections the 
arterioles of the kidney were loaded with 
lipoid material, the glomerular tuft capilla- 
ries were plugged with it. Probably the 
fat in the capillaries came from arterioles 
and really represents small fat emboli, 
broken off from the arteriole and lodged in 
the capillary of the tufts. This is a common 
finding in patients dying from malignant hy- 
pertension. Fat stains on most of the vis- 
cera reveal similar changes in all of them. 

The final diagnoses are as follows: Chronic 
progressive pyelonephritis with secondary 
vascular nephrosclerosis, active pyelitis with 
cystitis, chronic, uremic pericarditis, acute 
atherosis (lipoid change) and necrosis of 
arterioles, widely disseminated, minimal vas- 
cular sclerosis—there was only minimal 
amount of fibrosis in vessels—hypertensive 
encephalopathy, old and recent miliary in- 
farcts in the myocardium, cardiac hyper- 
trophy, acute passive congestion of the ab- 
dominal viscera, and beginning mucoid medi- 
onecrosis of the aorta. Then there was also 
acute lobular pneumonia, The pleural cav- 
ities were obliterated by fibrous adhesions. 
Small pulmonary arteries were plugged with 
bone marrow. There were fat emboli in 
capillaries, if the patient had had a bone 
fracture, these things would be easier to 
understand. However, she had no fracture. 
We find these embolic phenomena occasion- 
ally, and we do not know the cause. 


Clinical Diagnosis 

Chronic pyelonephritis. 

Hypertensive cardiovascular disease sec- 
ondary to chronic pyelonephritis. 

Uremia secondary to hypertensive cardio- 
vascular disease. 

Hypertensive encephalopathy secondary to 
hypertensive cardiovascular disease. 


Dr, Ferris’ Diagnosis 


Malignant hypertension with chronic and 
acute hypertensive brain disease. 

Chronic pyelonephritis with terminal ure- 
mia. 

Hypertensive heart disease. 
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Anatomical Diagnosis 


Hypertensive encephalopathy. 

Widespread hyalinization of arterioles as- 
sociated with hypertension. 

Progressive chronic active pyelonephritis 
with secondary vascular nephrosclerosis. 

Cardiac hypertrophy. Small myocardial 
infarcts, old and recent. 

Terminal lobular pneumonia. 

Terminal fat emboli in brain, pancreas, 
adrenals, kidneys, and other viscera, 


Dr. Blankenhorn: Can we associate convulsions 
with fat embolism ? 

Dr. Zeek: Yes. However, the bone marrow which 
was present in the lung looked as though it had 
been there for a long time. It certainly didn’t look 
like a terminal event; it was well attached. The 
small fat emboli in the lung could have been asso- 
ciated. 

Dr. Blankenhorn: Would a study of the blood 
lipoid have thrown any light on the nature of the 
disease or the nature of the lesion? 

Dr. Zeek: We have produced these vascular 
changes in rats by making them hypertensive by 
the renal perinephritis-ischemia method of Page. In 
those rats we have found the appearance of lipoid 
in these vessels has no correlation with the blood 
lipoids. In fact, we have found it less frequently in 
cases where we fed the rats cholesterol, less in those 
than we did in our stock rats. I’m inclined to think 
it has nothing to do with lipoid intake or with the 
amount of lipoid, but rather has something to do 
with the physical nature of the lipoid in the blood. 

Dr. J. R. Wilson: Can bacteria be obtained through 
cultures in kidney disease? 

Dr. Zeek: As a rule when the lesion has reached 
its final stage, no. In the early stages, yes. 

Dr. Wilson: What does the reaction represent if 
there are no bacteria? 

Dr. Zeek: Once the degeneration of the kidney 
begins, vicious cycles are set up so that the more 
scarring of tufts, the less oxygen can reach the 
tubules. The tubules degenerate and then there is 
lymphocytic reaction to that and vascular changes 
come on; hypertension may be initiated by the 
renal ischemia accompanying it. It’s a complicated 
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set of circumstances, but I can well see why the 
inflammatory reaction might continue long after 
the bacteria disappear. 

Dr. Leon Schiff: Was there any arteriolitis here? 

Dr. Zeek: The term arteriolitis has different Mean. 
ings to different people. If by that you mean jp, 
flammatory reaction in the walls of vessels, then 
it is not what Goldblatt described. This lesion ig 
one that Goldblatt describes as associated with hy. 
pertension. It’s an arteriolar necrosis with little, ig 
any, inflammatory reaction. 

Dr. Schiff: You were referring to malignant hy. 
pertension ? 

Dr. Zeek: Yes. 

Dr. Felson: Do you require necrotizing arterio. 
laritis in order to make a histological diagnosis og 
malignant hypertension ? 

Dr. Zeek: No, in fact if there is a real arteriolitig 
present, I’d suspect something else—a bacteremia 
—because inflammatory reaction is not ordinarily 
a part of the arteriolar changes associated with 
malignant hypertension. However, this change that 
I have described has been called arteriolaritis. 

Dr. Arnold Iglauer: Suppose that one had recog. 
nized this patient had pyelonephritis and controlled 
it, would it have altered the clinical course? 

Dr. Ferris: I would think so, if it had been treated 
rather strenuously in 1932 when it was first noted, 

Dr. Iglauer: Was it treated at all? 

Dr. Ferris: I don’t think so. 

Student: Doesn’t one usually find the pelves and 
ureters dilated when there is contracted kidneys 
associated with chronic pyelonephritis? Would no 
a more careful examination of the retrograde pye 
lograms show that dilation and distortion of the 
pelvis? 

Dr. Zeek: If the patient lives for a considerable 
time after the obstruction is removed, time enough 
for the contraction of scar tissue in the renal pelvis 
and the ureters, then we may not see much dilita- 
tion at the time of autopsy, but only thickening and 
fibrosis. This was the state of affairs in this case. 
I think the pelves were described as slightly dilated 
but the ureters were not dilated. 

Student: Then it couldn’t be diagnosed from the 
pyelograms ? 

Dr. Zeek: Possibly it could have been some yeals 
ago. 








